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Peele reports on a series of 264 patients,! 
observed over a two-year period, who 
were treated with Adrenosem Salicylate. 
249 were surgical patients, 15 were 
medical cases. 

He states: “Adrenosem’ is therefore 
specific for conditions characterized by 
capillary permeability. It checks bleeding 
from a broad capillary bed by causing a 
correction of excessive permeability and 
an increase in capillary resistance. 

“No untoward effect of any type was 
noted in the Adrenosem-treated group.” , 


SALICYLATE 


(Brand of carbazochrome salicylate. 


Indicated preoperatively and postoper- 

atively to control bleeding associated 

with 

Tonsillectomy, adenoidectomy and 

nasopharynx surgery : 

Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary 

bleeding 

Uterine bleeding and postpartum 

hemorrhage 

Also: Idiopathic purpura, retinal 
hemorrhage, familial telangi- 
ectasia, epistaxis, hematuria 

Supplied in ampuls, oral tablets and 

syrup. 


1. Peele, Arch. Oto 
laryng. 490 (April, 1955) 


Send for detailed literature 


U.S. Patent 2.581.850 


THE S. E.-MASSENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 
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e FOR HIGHEST QUALITY, SPECIFY 


LEDERLE BIOLOGICALS 


Pharmacists everywhere recognize Lederle the source. of outstanding 
9 biologicals. This reputation has taken years to build; we enhance it by 
“I continuing to supply products of the very highest purity and potency. 
: \lways order Lederle biologicals and be certain you're getting the best! 
LEDERLE LABORATORIES DIVISION 
amenscan Gy yanamid caurany Pearl River, New York 

mane 
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“SELECTED ANTI 


++ 


MOST USEFUL ANTIBIOTIC 
FOR THE MOST 
PREVALENT INFECTIONS 


GIN 


Over 96 percent of acute 
bacterial respiratory in- 
fections respond readily. 
More than 80 percent of 
all bacterial infections 
are highly susceptible. 


Supplied as specially 
coated tablets, pediatric 
Suspensions, I.M. and I.V. 
ampoules, and ointments. 


WIDELY EMPLOYED 
REPOSITORY PENICILLIN 


DURAGIT 


‘Duracillin A.S.' is pre- 
ferred by many physicians 
because of its prompt, 
ample, and sustained peni- 
cillin effect. Every pro- 
duction lot is tested on 
animals for “syringe- 
ability.” 


Supplied in many sizes and 
strengths—-in ampoules, 
Cartrids, and disposable 
syringes. 


THE NEW STANDARD IN 
ORAL PENICILLIN THERAPY 


This new penicillin is the 

only penicillin that is 
not affected by gastric 
acidity and is rapidly and 
efficiently absorbed. Dose 
for dose by the oral 
route, it produces 50 to 
100 percent higher peni- 

Gillin blood levels than 
soluble penicillin—G. 


Supplied as attractive 
green-and—gray pulvules of 
125 mg. (200,000 units), 

in bottles of 50. 


EFFECTIVE, SAFE SULFONAMIDE 


NRQTRIZING 


Three sulfonamides are 
provided in 'Neotrizine' 
for greater and wider 
effectiveness and safety. 
Sulfonamides remain the 
therapy of choice in. 
several clinical condi- 
tions. They are frequently 
chosen on the basis of 
economy. 


Supplied as tablets and 
suspension. 
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Henry Ford |i, chairman of the trustees of the Ford Foundation 
which on December |2 announced $200 million in grants to voluntary 
nonprofiit hospitals in the United States and its territories. | F 
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, Now.. .A Really PORTABLE Aspirator 


THE TOMPKINS 


Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication ... rubber mounted to 
S| / | insure quiet, vibrationless operation 


@ 32 oz. suction bottle 


@ Simple filtering system ...suction gauge 
and regulating valve 


pee. Durable finish ... Sklar two-tone baked enamel 


LONG ISLAND CITY, N. Y. 
Sklar Equipment is available through 


| 
HOSPITALS, J.A.H.A. . 


accredited surgical supply distributors 


f 
Suction 
| 
| Cat. No. 100-65 
Perfectly balanced... 
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the protein supplement, tor debilitated, bed-nidden, 


PROTINAL —the protein-carbohydrate 
mixture of highest biologic value. It is not 
only palatable but delicious. 


PROTINAL — contains 61.25% micropul- 
verized protein including all the essential 
amino acids plus 30% carbohydrate to spare 
protein for tissue growth and repair. 


PROTINAL — contains only 0.1% fat and 
0.03% sodium. 100% digestible intact, not 
hydrolyzed, protein. - 
PROTINAL — administration — raises the 
level of nitrogen balance for these conditions 
with a negative balance in hospitalized 
patients: infectious diseases; fractures; severe 
burns; severe liver diseases; decubitus ulcers; 
-chronic disorders; and for pre- and post-opera- 
tive build-up. 


AVAILABLE: In vanilla and chocolate 
flavors 


In 8 oz., 1 lb. and 5 Ib. bottles and in 
25 Ib. containers. 


PRODUCTS OF ORIGINAL RE 


anorexic, hospitalized patients that meets the taste task 


4 


When vitamins and minerals are required with 
protein therapy — prescribe 


VI-PROTINAL 


Delicious, readily digestible and effective 
whole protein-carbohydrate-vitamin-mineral 
preparation of superior nutritional value. 


AVAILABLE: 8 oz. and 1 Ib. bottles. 


DOSAGE: Thirty grams (2 tablespoonfuls) 4 times daily or 
as required, Protinal and Vi-Protinal powder mix readily with 
water, milk, and other beverages. It may also be incorporated 
in desserts, cereals, cakes, cookies or waffle batter, puddings, 
gelatins and eggnogs. 


For a therapeutic agent to be of value to the patient, it must 
not only be prescribed but also taken. Protinal is delicious. 


The film “CLINICAL ENZYMOLOGY” is now available 
for showing at hospital meetings upon request. 


THE NATIONAL DRUG COMPANY PHILADELPHIA 44 PA 
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hospital assoclaiion medlings 


AMERICAN HOSPITAL ASSOCIATION 


Annual Convention—September 17-20, Chi- 
cage (Palmer House) 

Midyear Conference for Presidents and Sec- 
retaries of Stote Hospital Associations— 
February 6-7; Chicago (Palmer House) 


OTHER MEETINGS 
(THROUGH DECEMBER 1956) 


American Protestant Hospital Association— 
Februory 9-10; St. Louis (Hotel Jefferson) 


SOON AS NOTICE OF OFFICERS 
ELECTED, SHOULD BE MAILEO TO DEFT. AH, 16 CHICAGO 16 


YOUR MEETING. AT WHECH 


Annual Conference of Bive Cross Plans—April 
8-12; Hollywood Beach, Filia. (Hollywood 
Beach Hotel) 

Catholic Hospital Associaction—May 21-24; 
Milwavkee (Public Auditorium) 


REGIONAL MEETINGS 
(THROUGH DECEMBER 1956) 
Assaciation of Western Hospitals—April 23- 
26; Seattle (Olympic Hotel) 


Carolinas-Virginias Hospital Conference—April 
12-13; Roanoke (Hotel Roanoke) 


¢ > 


THESE 


the Solution of Choice 


cutting edges. 


Eeonomical to use. 


© 
> 
© 
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mate B-P CHLOROPHENYL 


containing HEXACHLOROPHINE (C-11*) 


for the Rapid Disinfection of Delicate Instruments 
for WARD «+ CLINIC + OFFICE 


Non-corrosive to metallic instruments and keen 


Free from unpleasant or irritating odor. ‘; 
Non-injurious to skin or tissue. 
Non-toxic, non-staining, and stable. 


Potently eflective, even in the presence of soap. 


In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- 
bolic acid) or mercury compounds . 
highly effective in its rapid destruction of com- 
monly encountered vegetative bacteria (except 
tubercle bacilli). See chart. 


FEATURES 


*Trademark of Sindar Corp. 


Compare the killing time of this 


Vegetenive bectene | 50% Dred Bleed | Without Blood 


306 INSTRUMENT CONTAINER 
le suggested fer your convenient and 
cient wee of BARD-PARKER CHLORO.- 
PHENYL. Helde up to 8” instrumeny. 


PARKER, WHITE & HEYL, INC. 


Ask your dealer 


Danbury, Connecticut 


Marylond-District of Columbia-Delaware 
pital Association——November 19-21; Wash- 
ington, D. C. (Shoreham Hotel) 

Middie Atlantic Hospital Assembly—Moy 16- 
18; Atlantic City (Convention Hall) 

Mid-West Hospital Association—aApril 25-27; 
Kansas City, Mo. (Hotel President) 

New England Hospital Assembly—March 26. 
28; Boston (Statler Hotel) 

Southeastern Hospital Conference—April 18- 
20; Miami Beach 

Tri-State Hospital Assembly—April 30-May 3, 
Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 23- 
25; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
“4 (THROUGH JUNE 1956) 


Alabama Hospital Associotion—Januvary 26-27; 
Birmingham (Tutwiler Hotel) 
Georgia Hospital Association—febrvary 24- 
25; Atianta (Atianta Biltmore Hotel) ~- 
lowa Hospital Association—April 26; Des 
Moines (Hotel Savoy) 

Kentucky Hospital Association—April 3-5; Lex- 
ington (Hotel Phoenix) 

Lovisiana Hospital Association—May 24-25; 
New Orleans (Jung Hotel) 

Massachusetts Hospital Assdciation—May 10; 
Boston (Statler Hotel) 

New Jersey Hospital Association—May 16; 
Atiantic City (Convention Hall) 

New Mexico Hospital Association—March 
12-14; Albuquerque (Hilton Hotel) 

Hospital Association of New York Sicto— 
May 16-18; Atlantic City (Hotel Claridge) 

North Dakota Hospitol Association—Apri! 
24-25; Bismarck (Grand Pacific Hotel) 

Ohio Hospital Association—April 9-12; Co- 
jumbus (Deshier-Hilton Hotel) 

Hospital Association of Pennsylvanio—Moy 
16-18; Atlantic City (Convention Hall) 

Puerto Rico Hospital Covuncil-——Janvary 15; 
San Juan (Caribe Hilton Hotel) 

South Carolina Hospital Association—Janvory 
21; Columbia (Wade Hampton Hotel) 

Tennessee Hospital Associction—June 21-23; 
Memphis (Claridge Hotel) 

Texas Hospital Association—April 3-5; Dallos 
(Statier-Hilton Hotel) 

Wisconsin Hospital Association—March 15; 
Milwaukee (Hote! Schroeder) 


(THROUGH JUNE 1956) 


Hospital Volunteer Service institute—Janvary 
5-6; Chicago (Knickerbocker Hotel) 

Organization Planning Institute—Jonvary |6- 
18; Highlend Park (Moraine Hotel) 

Hospital Accounting and Business Practices 
23-27; Houston (Sham- 
rock Hotel) 

Evening and Night Nursing Service Institute 
~—Janvary 30-February 2; Chicago (Con- 
gress Hotel) 

Hospital Planning Institute—February 13-17; 
Washington, D. C. (Sheraton Park Hotel) 
Supervisory Training Workshop—febrvary 27. 

March 2; Boston (Somerset Hotel) 

Nursing Service Administration Iinstitute— 
Februory 27-March 2; Portiand, Oregon 
(Multnomah Hotel) 

Medical Record Library Personne! institute 
March 12-16; Salt loke City (Uteh Hotel) 

Dietary Department Administration Institute 
March 12-16; Chapel Hill, North Carolina 
(Caroline inn) 

(Continued on page 93) 
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Tew FOR NEXT PATIENT 


Blickman stainless steel equipment with seamless, round-corner 
construction, speeds service in Hydrotherapy Department 


@ This stainless steel underwater treatment tank can be thoroughly cleaned and 
made ready for the next patient in 4 matter of minutes. All surfaces are smooth and 
continuous. There are no seams, crevices or joints of any kind. The highly polished 
stainless steel reduces adhesion of dirt and grime. Cleaning takes far less time and 
effort, because all corners and intersections are fully rounded. Complete asepsis is 
attained with a minimum of labor. This means that you save money every day you 
use this long-lasting unit. That's why so many heading hospitals have standardized 
upon Blickman-Built hydrotherapy and physiotherapy equipment in sanitary stain- 
less steel. We invite you, too, to investigate and compare, before you buy. 


ABBOTT Model |-Beam Hoist of all | 
stainless steel remains free of rust a F 

and corrosion, no matter how much ce 
hot, moist steam arises from the 


hydrotherapy tank. 


HOT SPRINGS Model Underwater 
Treatment Tank—as used in 
St. Mary's Hospital, E. St. Lovis, Ill. 
Designed for ready access to all 
ports of patient's body. After each 
treatment, tank is drained, scrubbed 
and brushed with surgical soap. . 
Cleaning is easy because of the 
polished stainless steel surfaces and 
the round-corner construction. Aer. 
ators circulate water through pres- 
sure action, not by electrical meons 
Danger of shock is eliminated. 


Below, left to right: HARVEY Model 
Stainless Steel Arm Bath permits 
patients to tolerate higher woter 
temperotures as air is introduced 

to give swirling motion. RADCLIFFE 
Model stainless steel leg bath pro- 
vides a whirlpool action proved Ww 
efficacious in treating local areas 

to stimulate circulation. 


OTHER BLICKMAN-BUILT HYDROTHERAPY AND 
PHYSIOTHERAPY UNITS IN STAINLESS STEEL 


Send fer Cateleg 6-HYC 


Sitz Baths Foot Baths Electric Bath Cabinets 

\ describing and illustrating more 
Flow Fomentation Control Tables steel equipment for Hydrother 


Showers Irrigation, end Pack Tables 
Utility Stends @ Hampers Cheirs Stools and Physiotherapy 


5. Blickman, Inc., 3801 Gregory Ave., Weehawken, N. J. 


Blickman-Built 


You ore welcome to ovr exhibit ot the Association of Operating Room Nurses Convention, Hotel Stetler, Boston, Moss, Booth Nos. 28 ond 29, Jan. 30-Feb. | 
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Bre owe, of Chicago Clinics, Chicago 37 
PRESIDENT 
Albert W [-ELECT M.D., Grace-New Haven Community Hospital, 
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TREASUR 
Passavant Memorial Hospital, Chicago 11 


Edwin L. Crosby, M.D., American Hospital Association, Chicago 10 


Board of Trustees 


ney E. Brown, ex officio (chairman) 
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Albert W. Snoke, M.D., chairman 

Ray E. Brown, ex officio 
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Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5 
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Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, Wis. 

Edward K, Warren, Greenwich Hospital, Greenwich 
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Stanley A. Ferguson, chairman, University Hospitals, Cleveland 6 
4 W. Cordes, vice chairman, lowa Methodist Hospital, Des 
Moines 14. 
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Salas P. Dixon, M.D., Department of Pyblic Health, Philadel- 
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R. J. Stull, University of California Hospitals, San Francisco 22 
Richard D. Vanderwarker, Memorial enter for Cancer and 
Allied Diseases, New York 21 
Ronald Yaw, Blodgett Memorial Hospital, Rapids 6 
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Secretory: Ann 8. Friend, 18 E. Division St., Chicago 10 


Council on Association Services 

Stuart x. Hummel, chairman 

Hubert W. Hughes, vice chairman, General Rose Memoria! Hos- 
pital, Denver 2 6 

Albert G. Hahn, Protestant Deaconess Hospital, Evansville 10 

wr. Irene McCabe, Missouri Hospital Association, St. Louis 8 

A McGugan, M.D., University of Alberta Hospital, Edmonton 

A. Reid, Lovelace Clinic, Albuquerque 

Charlies M. Royle, Hospital Association of New York State, Al- 


bany 7 
A. Ruskyer, Waverly Hills Tuberculosis Sanatorium, Waverly 


w. W. ts 1. M.D., San Diego County General Hospital, San 
Howard F. Cook, 18 E. Division St., Chicago 10 


Bive Cross Commission 
braham Oseroff, chairman 

Robert T. Evans, vice chairman, Blue Cross Plan for Hospital 
Care, Chicago 00 

John R. Hill. treasurer, Tennessee Hospital Service Association, 
Chattanooga 2 

Kenneth B. Babcock, M.D., Joint Commission on Accreditation 
of Hospitals, Chicago 1 

Rt. Rev. Magr. John 


itals, Chicago 5 
Arthur M, Calvin. Minnesota Hospital Service Association, St 


ital Service, Portland 7 
pital Service of New York, New 


. Barrett, archdiocesan director of hos- 


ul 4 

¥. Dickson, Northwest H 

Cnagjes, Garside, ‘Associated Hos 
or 

Robert C. Jenkins, Akron Hospital Service, Akron 8 

Basil C. MacLean, M.D., commissioner of hospitals, New York 
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Walter R. McBee, Hospital Service, Dallas 1 

Carl M. Metzger, Bt al Service Corporation of Western New 


York, Buffalo 2 


H. Saunders, poapetal Service Corporation of Rhode 
Island, Providence 


D. Lane Tynes, Blue Ae Hospital Plan, Louisville 2 
Maritime Hospital Service rvice Association, Monc- 
Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Lucius R. Wilson, chairman 

J. Douglas Colman, vice chairman, Johns Hopkins University and 
Jonns Hopkins Hos pital, Baltimore 5 

Ted Bowen, Methodist Hospital, Houston 25 

Edison Dick, Passavant Memoria! Hospital, Chicago 11 
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Washington 
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Mrs. Cecil D. Snyder, chairman 
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Secretory: Elizabeth M. Sanborn, 18 E. Division St., Chicago 10 


Council on Hospital Pianning and Piant Operation 


Frank 8S. Groner, chairman 
Ray E. Trussell, M.D., vice chairman, Columbia University School 
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Sister.Mary Antonella, St. Joseph Infi tal Louisville 8 
Jay W. Collins, Euclid-Glenville Hospital, Euclid 19, Ohio 
Brig. Gen. Elbert DeCoursey, MC, A, Army Medical Field 
Service School, Fort Sam Hous ton 
E. P. rh dN MD. Long Island Jewish Hospital, New Hyde 
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pou) ¢ neer, Lowell Genera] Hospital, Lowell, Mass 
ms, M.D., State Department of Public Health, Atlanta 
B. B. Wilson. M.D., University Hospital, Jackson 5. Miss. 
Secretory: Clifford Wolfe, 18 E. Division St.. Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 


Edward K. Warren, chairman 
R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 
J. 7 Daniel, Columbia Hospital of Richland County, Columbia 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan director of hos- 
pitals, ilwaukee 12 

rw J. Hromadka, Santa Monica Hospital, Santa Monica 

A Kerlikowske, M.D., University Hospital, Ann Arbor 

Harry J. Mohler, Missouri Pacific ospital, St. Louis 4 

James P. Richardson, Presbyterian Hospital, Charlotte 4 

Clyde L. Sibley, Baptist Hospital, Birmingham 11 | 

Secretary: James @. Neely, 18 E. Division St., Chicago 10 


Council on Professional Practice 

Russell A. Nelson, M.D., chairman 

T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
Hartford 15 

Hon. C. W. Allgood, South Hi 
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Montreal 8 

Lawrence J. Genesee Hospital, Rochester 7 

Robert R. oe M.D., North Carolina Memorial Hospital, 
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Pyrogen-Free 


" 


Distilled 
Water 
at Work: 


| 


_.in Intravenous 


Barnstead model SMQ-15V 


Steam-heated Water Still with distilled-water stor- 
age tank, Capacity, 15 gallons per hour. Equipped 
with demountable-type condenser, Spanish Prison 
Baffle, constant-bleeder device and easy-clean 
evaporator. Compact wall-mounted unit. Mounts 
above counter in space only 48” wide, including 
space for 12-gallon storage tank. Provides 50% 
more distilled water producing capacity at very 
low cost, 


Tue CONTENTS of this flask drain directly into the human 


MORE THAN 60,000 
BARNSTEAD INSTALLATIONS 
NOW IN USE 


bloodstream so safely, so 
second thought. That's 
produce pyrogen-free water of the highest purity. Hospitals the 


surely that it scarcely requires a 


because Barnstead Stills consistently 


world over depend upon the safety, economy and versatility 
of Barnstead Water Stills in the making. of their own intra- 


venous, irrigatory, and urological fluids. 


Put Barnstead Pure Water — the world’s standard since 1878 


- to work in your hospital. Get the complete eficiency and 


_ reliability of modern, foolproof Barnstead Stills. Get too, the 


savings Barnstead equipment brings: lower first cost, lower 
operating cost, negligible maintenance costs. Among the more 
than 60,000 users of Barnstead Water Stills are the Mayo 
Clinic, Rochester; Mt. Sinai Hospital, New York; U of C Med- 
ical Center, San Francisco; and many other great hospitals — 


that depend on Barnstead — for all pure-water needs! 


tea Forest Hills 
7 STULL & STERILIZER CO. Boston 31, Mase. 


First in Pure Water Since 1878 
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CHARGE SU MMARY 


DISCHARGE 


on 5/23/55 this patient (colored female, 28© 24) under- 


went an excisional piopsy of a breast tumor. On 5/24 
Re tumor was removed. and patient discharged from hospi- 
‘On 6/3/55 patient was readmitted because of purulent | ‘| 
“idischarge. from m wound. On 6/3 hemolytic. Staph. 


aureus (coag- wae ir olated from | abscess. with the — 
following | disk sensitivities: penicillin ynits; 


“erythromycin, 10 mcgi tetracyckine, 10. patient 


was placed on penicillin, 600,009 units b. for 10 
days. On this schedule patient improved but progress 


iwas ansatisfactory and wound continued to discharge 
q \small amount of purulent material. Sa 
(On 6/13-P penicillin was jiscontinued and ery vthromycin 
~ started in dosage of 200 mgm: q- the dis-. 
icharge had stopPe® and wound was completely healed _ 
by. 6 / Erythromyci” was ‘continued | until the patient 
was discharge? {rom hospital om (21. Temps was | 
\normal. through hout hospital stay. | 
+ “gia gnosis: preast abscess due to Staph. aureus. 


“following. failure of penicillin. 


on 
ra or 
— 


Result: rapid and “complete recovery on erythromycin. L a 
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Erythr 


Now, you can prescribe an antibiotic (Filmtab_ 
ERYTHROCIN) that provides specific therapy against 


staph-, strep- or pneumococci. Since these 
organisms cause most bacterial respiratory infections 


» (and since they are the very organisms most sensitive 


to ERYTHROCIN) doesn’t it make good sense to 
prescribe ERYTHROCIN when the infection is coccic? 


0 n 
(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 
negative organisms, it is less likely to alter intestinal 


flora—with an accompanying low incidence of side 


effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin, Or 

loss of accessory vitamins during ERYTHROCIN 
therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Ok bott 
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Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


*Filmtab— Film sealed tablets; patent applied for. 


Line-staff concept of organization 

by Edward H. Heyd 

Mr. Heyb, in addition to serv- 
ing for many years as a hospital 
administrator, has held positions 
in education, sales and manage- 
ment. | 

He is an alumnus of Rutgers 
University and holds a bachelor 
of arts degrée in business adminis- 
tration and a master of science 
degree in psychology from that in- 
stitution, 

An active member of the Ohio 
Hospital Association, his offices in- 
clude; membership on the board 
of trustees, chairman of the Insti- 
tute Committee and chairman: of 
the Southwest District Council. He 
also serves the Cincinnati Hospital 
Council as chairman of its Instéetute 
Committee and is chairman of 


Nurse Recruitment for the South- 


west District of Ohio. 


MR. HEYD MR. MARSHALL 
Management looks at 


health prepayment plans 

by Alien D. Marshall 

Mr. MARSHALL, vice president of 
General Dynamics Corporation, is 
no stranger in the hospital field. 
He was president of the board of 


Temperature - 
‘Time - 
Moisture 


All three are required to be 
present clear through to the 
center of each pack to 
achieve sterilization. 

The Diack requires a tem- 
perature of 250° to fuse. 


know moisture is abundant. 


Diack® fuse at this temperature only when twice the time neces- 
sary to kill B. subtilis has been achieved. 


Diacks are for use only in autoclaves. Heat in the pack centers 
is created only by condensation of steam on the layers of 
fabric. So—when a Diack at the pack center —_ you always 


Research Laboratory of 
SMITH & UNDERWOOD, CHEMISTS 


ROYAL OAK, MICHIGAN 
(Sole manufacturers of Diack Controls and. Inform Controls) 


Ellis Hospital, Schenectady, from 
1940-1946 and has been a director 
of Associated Hospital Service of 
Capital District, New York. 

Affiliated for 34 years with the 
General Electric Company, he had 
a hand in many of that company’s 
employee. benefit programs. 

An authority on industrial and 
governmental employet security 
programs, he has served on several 
advisory councils and committees 
relating to these areas. 

Mr. Marshall is a director of the 
United States Chamber of Com- 
merce, and has served as a mem- 
ber of the governing board of 
Nation's Business. 


w Labor looks at 
health prepayment plans 
by Albert J. Hayes 


Mf. Hayes held his first official 


‘ position with organized labor while 


still in his teens. At 17, he was 
elected chairman of the Apprentice 
Boys Committee of Milwaukee 
Railroad Shops. Seven years later, 
at 24, he assumed the presidency 
of the Interna- 
tional Associa- 
tion of Machin- 
ists District 7 
which covered 
all machinists 
lodges on the 
Chicago & 
Northwestern 
Railroad Sys- 
tem. He became 
general yice 
president of the 
IAM in 1944 and president in 1949. 
He has been vice president of the 
American Federation of Labor 
since 1953. 

In 1952, Mr. Hayes was ap- 
pointed to the President's Commis- 
sion on the Health Needs of the 
Nation. His other public services 
in the health field include mem- 
bership in the President’s Com- 
mittee for the Physically Handi- 
capped and service as a director of 
the American Heart Association. 


MR. HAYES 


HOSPITALS, J.A.H.A. 


YUMOAUCING 
GE 
d 
| 
~< 
4 


sre 


Se 
® 
 MERCUHYDRIN'S® 
| sodium 
(BRAND OF MERALLURIDE INJECTION) 
e 
ee. 
© 
. "...more advantages in the treatment of congestive 
: heart failure than any of the other mercurial 
. 
diuretics for parenteral use"! 
*e« i 


and for maintenance NEOHYDRIN?®@ 


(BRAND OF CHL ORMEROORIN, 


replaces injections in 80 to 90% of patients” 


references 

1. Krantz, J. C., Jr., and Carr, C. J.: The Pharmacologic 
Principles of Medical Practice, ed. 3, Baltimore, 
The Williams & Wilkins Company, 1954, p. 1006. 

2. Leff, W., and Nussbeum, H. E.: 

| J. M. Soc. New Jersey 50: 149, 1953. 
£ 3. Moyer, J. H.; Handley, C. A., and Wilford, |; 

Am. Heart J. 44:608, 1952. 
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LABORATORIES, INC, MILWAUKEE 1, WISCONSIN 
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Remember THIS about Equipment... 


Write for your Copy: 
AL STAINLESS STEEL 
_ in Hospitals 


36 pages of useful information 
on the applications and ad- 
vantages of stainless steel in 
hospital equipment of all de- 
scription. Well illustrated— 
also contains a technical sec- 
tion of data on selection and 
fabrication, etc. 


ADDRESS DEPT. 45-73 
14 


FIRST COST can be the LEAST COST : 


see 


if ie’s the LAST COST 


There's only one material—metallic or 
non-metallic—that best meets a// the 
requirements of hospital service, and 
that's stainless stecl. __ 

Nothing else is, at one and the same 
time, as resistant to heat and corrosion 
—as hard-surfaced and resistant to wear 
and the lodgement of bacteria—as easy 
and to clean and maintain 
aseptically clean—as bright, strong and 
infinitely long-lasting in service. Stain- 


Make it BETTER-and LONGER LASTING-with 


Stainless Steel 


Warehouse stocks carried by all Ryerson Steel plants 


less steel equipment is by far your most 
efficient and most economical choice in 
the long run. 

@ All the leading fabricators of 
hospital equipment use AL Stainless 
Stecl, the time-tested stainless. It’s 
made by the world's largest producer of 
stainless stecl in all forms . . . specify 
it by mame, and be sure! Allegheny 
Ludlum Steel Corporation, Oliver Bldg., 
Pittsburgh 22, Pa. 
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look at all photocopyers . then you'll buy DRI/I-STAT 


You'll find that the Peerless Dri-Stat 
system gives more than any other 
photocopy system: 

* Dri-Stat copies more things better: 
summaries or extracts of medical ree- 
ords, medical laboratory reports, hos- 
pital bills for patient's use, medical 
* histories, autopsy reports, letters, pur- 
chase orders, charts, ete. 

¢ It is the only photocopy system that 
works in bright office light. You use 
it as a desk-top machine in any brightly 
lighted office without awkward shields 
or 


PEERLESS 
DRI-STAT 
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It is easier to operate. The broad 
range of Peerless “Bright-Light” Pa- 
ey and the simple controls on the 
ri-Stat Photocopyer make anyone in 
we office a photocopy expert after 
rief instruction. 
¢ Dri-Stat really costs you less than 9¢ 
per photocopy. You don’t waste copies 
to get your settings just right. Anyone 
can make a good copy every time. 
* It is built for the wear and tear of 
office use. No breakable plastic parts. 
Handsome all-steel cabinet won't warp, 
crack or chip. 


¢ The entire Dri-Stat system, both pa- 
rs and machines, is made in America 
in a modern factory. Supplies and 
service are available promptly when 
you need them. 
Best of all, a modern lifetime Dri-Stat 
Photocopyer costs no more than less 
efficient photocopyers. BE SURE TO 
SEE THE DRI-STAT BEFORE YOU 
BUY ANY PHOTOCOPY EQUIP- 
MENT. We'll be pleased to arrange a 
demonstration through our national 
distributor organization. There's a 
Peerless Dri-Stat Distributor near you. 


| PEERLESS PHOTO PRODUCTS, INC., Shoreham, Long Island, New York. | 
| I want you to prove to me that your DRI-STAT System will operate | 
| in normal! office light. i 
[) Arrange a demonstration for me. Send literature. 
NAME TITLE 
COMPANY 
cry... LONE... STATE 
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THERMOSTAT 
ond 
MYOGROSTAT 
For Au 


Automatic Systems of 
TEMPERATURE and HUMIDITY CONTROL 


For all types of Hospital Heating and Air Conditioning 
also ‘ 


Thermostatic Controls for: Hydrotherapy, Shower Baths, Water and Fuel 
Oil Heaters, X-Ray Developing Baths, Dishwashers, Laundry Dryers, etc. 


POWERS CONTROL PROVIDES UTMOST COMFORT AND SAFETY FOR PATIENTS 


m4 MODERN CONTROLS for new or existing buildings 

| THE POWERS REGULATOR COMPANY | 

: Skokie, IMinols When you plan for automatic temperature control, 
Please have engineer call regarding aucomatic (1) Temperature “call Powers.”” No other single firm makes so many 


[) Humidity Control tor 


of the essential controls designed for modern hospi- 
tals. For further information on contro! for your 
building contact our nearest office or write us direct. 
Our more than 60 years experience should be helpful 


to you. Offices in chief cities, U.S.A., Canada, Mexico. 
Phone Our Neorest Office or Mail Coupon 


NAME OF FIRM O8 INSTITUTION | 


(bes) 


Ecteblished in 189) © THE POWERS REGULATOR COMPANY © 
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POWERS CONTROLS FOR HYDROTHERAPY, SHOWER BATHS AND WATER HEATERS, ETC. 


A CONTRAST MEDIUM 


ESPECIALLY FOR 


INTRAVENOUS UROGRAPHY 


< > 


THE MAKERS 


OF UROKON” 


SODIUM 
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CLINICAL REPORTS 


ON MIOKON SODIUM 50% 
FOR INTRAVENOUS UROGRAPHY 


MIOKON Sodium has been studied by a total of 
fifteen clinical investigators in 2088 cases 

of intravenous urography. 

The pilot clinical study was carried out at the 
Washington University School of Medicine under the 
supervision of Dr. Charles H. Nicolai of the 
Department of Urology.’ In this pilot study of 1138 
consecutive cases examined with MIOKON Sodium, 
this group observed a total of only 10°, reactions 
and obtained 96.5, diagnostic pyelograms. Later 
Dr. Nicolai reported: 


“Particularly notable in our series of 1500 cases with MIOKON was the 
low incidence of minor side reactions such as nausea and arm pain. 

In addition, diagnostic pyelograms were obtained in over 96°, of the cases, 
a percentage higher than previously recorded with any contrast medium 

in this hospital. Although our studies indicate that MIOKON is one of 

the most satisfactory media available, it should be used with care since all 
contrast media produce an occasional vasomotor reaction.””' 


In further clinical studies, MIOKON Sodium was evaluated by fourteen 
additional clinical groups. These investigations included 950 cases. 
Diagnostic pyelograms were obtained in 95.4“, of these cases; 
14.2), reactions were observed,’ 
Most observers reported that the minor side effects which occurred following 
injection of MIOKON Sodium were mild and fleeting and caused no 
particular distress. 
1. a) Nicolai, C. H.: MIOKON, A Preliminary Clinical Report on a New Intravenous 

‘Urographic Medium, Missouri Medicine, 52:703. (September, 1955). 

b) Nicolai, C. H.: (Private Report dated July 19, 1955 on 1138 cases). 


ce) Nicolai, C. H.: (Private Communication dated August 31, 1955 on 1500 cases). 
2. Data in the files of the Medicinal Chemical Development Department, 


Mallinckrodt Chemical Works. 


4 


Intravenous urogram made with MIOKON Sodium 50%. 


Shows hyfronephrosis in a horse-shoe kidney. 
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SUUIUM 


PROVIDES 


DIAGNOSTIC FILMS 


WITH MINIMUM SIDE REACTIONS 


*A series of 1500 cases actually yielded 96% diagnostic 
films. Any further improvement of the percentage of 
diagnostic films is difficult to foresee, since most cdntrast 
media available today fail only in patients having poor — & 
renal function or because of other factors independent 
of the media. | : 
FEW SIDE REACTIONS 
©" NOTABLY SAFE 
©" LOW VASOMOTOR RESPONSE 

/ 


©" HIGH OPACITY TO X-RAYS 


ws 


...dtveloped a8 a neSult oF the overall 


encellence of UROKON SODIUM 


For some techniques, most contrast media available to urologists and 
radiologists prior to 1950 were not up to today’s standards. 

Too often, diagnostic films were obtained in a relatively small percentage 
of cases; reaction rate was high. With the introduction of Urokon 30°, 

in 1950, it became possible to obtain diagnostic pyelograms in a high 
percentage of cases (89° reported by investigators) and reactions 
dropped to only 19° of cases observed. 


The discovery of Urokon*, with an entirely different basic structure, 
changed the direction of development work on contrast 

media. The new structure-activity relationship which 
was revealed in the overall excellence of Urokon 
led to the development of Miokon. 


*Sodium salt of 


Acid, 
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UROKON’ SODIUM 
widely accepted tor 
INTRAVENOUS UROGRAPHY 
RETROGRADE PYELOGRAPHY | 
CHOLANGIOGRAPHY 


. lor 


INTRAVENOUS UROGRAPHY 
RETROGRADE PY 


UROKON” SODIUM | 
lor 
ANGIOCARDIOGRAPHY, CHOLANGIOGRAPHY, 
TRANSLUMBER ARTERIOGRAPHY, NEPHROGRAPHY 
RETROGRADE PYELOGRAPHY 


AND NOW... 


> Mallinckrodt Chemical Works 


Second & Mallinckrodt Streets, St. Louia7,Mo. © 72 Gold Street, New York 8,N.Y. 


CINCINNATI CLEVELAND LOS ANGELES PHILADELPHIA SAN FRANCISCO 


CHICAGO 
IN CANADA MALLINCKRODT CHEMICAL WORKS LIMITED 


378 ST. PAUL STREET W, MONTREAL 


PRINTED INU S 4 


FORM 29040 
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+H, 
my Vt cahie 
CONTRAST MEDIA OF ALL 
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PRINTED INU S A 


FORM 39040 


ONE OF THE FIRST SQU ARE type sterilizers shipped 
in early 1955 from American's plant, serving 
a hospital of 50 beds, 10 bassinets at Rhinebeck, 
N. Y. You see it in a sub-sterilizing room off the 
operating suite of Northern Dutchess Health 
Service Center, Inc. Its all-welded sterilizing 
chamber of Lukens Nickel-Clad Steel teams up 
the corrosion resistance of nickel with the high 
strength of steel...for years of safety and savings. 


Modernizing? 


Here’s 
Northern Dutchess 
Hospital’s 
money-saving 
prescription... 


American's new, square, cabinet-type 
Nickel-Clad pressure sterilizer 


Saves on operation 

Here’s a pressure sterilizer that cuts 
daily operating expense. Ddily effort, 
too. Northern Dutchess profits every 
day from its all-welded Nickel-Clad 
Steel sterilizing chamber. Its nickel 
interior does not rust or corrode, So 
there are never any rust stains to clean 
off. Stains from spilled solutions and 
organic matter come off easily. That's 
because abrasive scouring cleansers 
can be used. Its enlarged capacity re- 
duces the number of daily loadings. 


Saves on maintenance , 


This safe, all-welded autocla¥§ takes 
thermal stresses and strains in stride. 
No rivets or joints to loosen or leak in 
American's Nickel-Clad Steel chamber. 
Maintenance is further minimized by 
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solid Monel* nickel-copper alloy end 
plates, door collars, special trays and 
racks. Monel doesn’t chip or peel. It's 
a hard, tough nickel-copper iin that 
resists rust and corrosion, impact and 
wear for a lifetime. And you reap the 
savings. 


Saves on installation 


You save the cost of building new 
partitions wherever this beautiful 
appliance-type cabinet is placed. 
There's no problem of where to install 
new sterilizers either. American Steri- 


lizer Company's Hospital Planning 
Department is at your disposal. 


If you're searching for new steri- 
lizing equipment, look at American's 
new units ce dressing, utility, instru- 
ment, formula or laboratory use. It 
will pay you to write, today, to Ameri- 
can Sterilizer Company, Dept. 7-12N, 
Erie 6, Pa. 


The International Nickel Company, inc. 
67 Wall Street New York 5, N. Y. 


egistered Trademark 


NICKEL ALLOYS 


Nickel-Clad Steel and Monel 


low maintenance sterilizers 
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Junior staff representation 


In several instances, the junior or 
associate medical staff have felt that 
they are nox sufficiently “on the in” 
on the hospital's medical affairs. In 
order ta resolve this problem, U is 


sehvice [tom 


my understanding that representative 
members of .the associate staff have 
been elected to sit in on the medical 
board meetings without vote. Do you 
feel that this practice should be ree- 
ommended ? 

It is assumed that your medical 


Kill them! 


with 


GERMICIDE-DISINFECTANT 


BROAD RANGE OF KILL AGAINST | 
Gram-Positive and Gram-Negative Bacteria — 


including 


* MYCOBACTERIUM TUBERCULOSIS 
*S.TYPHOSA ¢M. AUREUS ¢€.COLI 
STREP. HEMOLYTICUS STREP. VIRIDANS 

. » « Even in the presence of organic matter. 


PHENOL COEFFICIENT: 10 


Technical data promptly sent upon request 


INCORPORATED 


4963 MANCHESTER AvE 
$7. LOUIS 10, missouni 


Vestal Products are Warehoused in Principal Cities Throughout the United States for Speedy Distribution 


board consists of heads or chiefs 
of the various clinical departments, 
such as medicine, surgery, obstet- 
rics, gynecology, orthopedics, etc. 
This body represents the entire 
medical Staff of the hospital. 

The associate or junior group is 
part of the medical staff, and, as 
such, is represented by the medical 
board. 

In my experience, I am not aware 
of any situation where members 
of the associate or junior staff are 
on the medical board or have sit- 
ting-in privileges at the medical 
staff meetings without a vote.— 
MALCOLM T. MACEACHERN, M.D. 


1954 occupancy percentages 


What are the 1954 percentages of 
occupancy for various sizes of non- 
profit hospitals? 

The hospital statistics section of 
the August 1955 Administrators 
Guide Issue reports the following 
occupancy percentages for non- 
profit, short-term, general and spe- 
cial hospitals: 


Occupancy 
Size of Hospital Percentage 
Under 25 beds 53.1 
25 - 49 beds 58.4 
50 - 99 beds 64.8 
100 - 199 beds 71.3 
200 - 299 beds 75.8 
300 - 499 beds 77.7 


500 beds and over 80.8 
——JAMES R. NEELY. 


Ether containers 


In many areas of our hospital, ether 
is kept in glass containers for day to 
day use. Although many department- 
personnel realize this is not the safest 
practice, they are reluctant to change 
for it is difficult to cut the top of a 
standard ether can smoothly so that 
the cork will fit snugly and not per- 
mit evaporation. Is there any small, 
safe, metal container on the market 
which we can use for this purpose? 

Most hospital, chemical or labo- 
ratory supply companies provide 
cans specially designed for storage 


The answers to these questions showld not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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NOW AVAILABLE...3 FORMS OF 


MYCOSTATIN 


SQUIBB NYSTATIN 


SQUIBB 
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@ ORAL TABLETS 


@ VAGINAL TABLETS 


highly effective in vaginal moniliasis 


Each vaginal tablet contains 100,000 units of 
Mycostatin and 0.95 Gm. of lactose. Packages of 15. 


OINTMENT 


highly effective in monilial infections 
of the skin 
100,000 units of Mycostatin per gram. 30 Gm. tubes. 


highly effective in intestinal _— 
moniliasis; sometimes effective in 
generalized (systemic) moniliasis 


Each tablet contains 500,000 units of Mycostatin. 
Bottles of 12 and 100. 


Also available: 
broad spectrum antibacterial therapy 
plus antifungal prophylaxis 


MYSTECLIN CAPSULES 
250 mg. Steclin (Squibb Tetracycline) Hydrochloride 
and 250,000 units Mycostatin. Bottles of 12 and 100. 


the first safe 
antifungal antibiotic 
i | 


of flammable liquids. These cans 

are of various sizes, including the 

one pint to one quart capacity. 
The use of glass containers for 


' ether is not a desirable procedure, 


particularly where ether is to be 
used in a hazardous location, such 
as the eperating room, or where 
a number of bottles must be trans- 
ported about the hospital and may 
bump against one another.—-SARAH 
H. HArpwicke, M.D. 


Life of equipment 
One of our clients recently pur- 


chased a deep therapy x-ray machine. 


Although the manufacturer agrees that 


a 15-year estimated life of an equip- 
ment item is generally correct, he sug- 
gests that, if modern equipment is 
desired, five years would be a better 
figure. What is your opinion on the 
estimated life of this equipment? 


Writing off the deep therapy 
x-ray machine in five years would 
be accelerating the depreciation 
rate. The American Hospital Asso- 
ciation’s Handbook on Accounting, 
Statistics and Business Office Pro- 
cedures for Hospitals, Section I— 


always a better roduc 


now...2 bet er pack ave 


HAEMO-SOL 


now has the new, low, compact look 
in its all new, all metal container 


@ lest ounce is ot your Gager tips 
@ Ne paper lebeis to get wet or sailed 
@ Triple tight cap for positive reclosing 
© shape mill net tip over ond spill 
@ Rasler to woe 


And, of course, inside is HaEMo-sot the 

erigimmal cleaner and bieod solvent, standard 

in so many hospitals and laboratories Dissolves 
blood, disengages tissue, mucous, fat and 
proteinaceous on immersion sione 


‘Completely soluble—Crystal Clear Bolution 
~finees Completely Equally safe and effective 
fer Metal, Giass, Rubber and Piastics. 
cleans instruments, rubber gloves, 
syringes, lab glassware. 

os! is for spinal 
beak, Assay and Tissue 
Vor Trachectemy tubes, (oo, just seek and rinse. 


2816 Mein Street, Delles 1, Texes 
701 College St., Columble, 5. C. 


MEINECKE COMPANY, 


225 Varick Street, New York 14, N.Y. 
7346 &. Washington Bivd., Los Angeles 21, Collf. 


ot 


| 


Uniform Statistics and Classifica- 
tion of Accounts, states that 15 
years is generally accepted as the 
estimated life of a therapy ma- 
chine. 

We would suggest that you use 
this period of time even though 
a rental agreement provides a new 
machine every five years. There is 
undoubtedly some salvage value 
on the machine at the end of 
this five-year period.—RONALD A. 
JYDSTRUP. 


Patient questionnaires 


We are interested in knowing more 
about the statistical services the Asso- 
ciation offers on its booklet, X-ray 
Your Patient Opinion, Is there a fee 
for tallying the questionnaires and 
comparing the results with those ob- 
tained by other hospitals throughout 
the nation? 


The Association does not offer 
a tabulating service, with or with- 
out charge. If a copy of the tab- 
ulation is forwarded to the Asso- 
ciation, the statistical department 
will compare the results with those 
received from other hospitals. To 
date there is a representative num- 
ber of hospitals throughout the 
United States that have partici- 
pated in this poll. 

The ten-page questionnaire can 
be ordered directly from the 
American Hospital Association. 
The price is $5 per 100. There is 
an additional charge of $5 for 1,000 
or less copies if the hospital’s name 
is inscribed on the cover.—ANN S._ 
FRIEND. 


insurance reporting forms 


Would you suggest a step-by-step 
procedure for efficiently handling the 
new uniform individual and group hos- 
pital insurance forms from the time 
the requests arrive at the hospital un- 
til they are ready for mailing? 


The following procedure is sug- 
gested forshandling all individual 
forms and group forms in cases 
where uniform admission plans are 
not in effect: 

1. Designate a person or depart- 
ment to which patients or their 
representatives will be referred 
when they request completed hos- 
pital insurance claim forms. If pos- 
sible, this person or department 
should be the same one responsi- 
ble for filling out the forms. In 
most hospitals this is either the 
medical records department or the ” 
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| 
@ Meisture proof product protection 
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@ PROLONGED 
1% to 2 hours or more. 


Little or no fall in blood pressure, low 
incidence of nausea or post-spinal headache. 


anesthesia 
PONTOCAINE 


i 


Supplied as 1% solution (10mg. per cc.) in 


ampuls of 2 cc.; “Niphanoid” powder, 
ampuls of 10 mg., 15 mg. and 20 mg. 


Also “HEAVY” PONTOCAINE: 
Pontocaine 0.2% in dextrose 6%, ampuls of 2 ce. 
ACAINE HYOR, oR Pontocaine 0.3% in dextrose 6%, ampuls of 5 ce. 
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In circulatory emergenctes,.. 
LABORATORIES ine. 
+. during surgery combat 


NEO-SYNEPHRINE ® HYDROCHLORIDE 


GRAND OF PHENYLEPHRINE WYOROCHLORION 
1% Parenteral Solution...1 cc. ampuls and 5 cc. vials. 
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business office. The forms require 
information from both depart- 
ments. 

2. If the patient submits a claim 
form to be completed by the hos- 
pital that is different than the uni- 
form form and that contains in- 
formation already filled-in by the 
patient or his employer, append 
these forms to a copy of the uni- 
form hospital form. 

3. Secure whatever information 
is necessary from the patient or his 
representative for completion of 
the uniform hospital forms, such 


Y 


as the name of the policy holder, 
the number of the insurance policy, 
etc. 

4. If the medical records depart- 
ment receives the forms first, then 
it should complete the sections con- 
taining information about diag- 
nosis, operations, etc. The form 
should then be routed to the busi- 
ness office where information about 
the bill-can be added. If the busi- 
ness office receives the forms first, 
then the routing would be reversed. 

5. In supplying information 
about patients’ bills, hospitals may 
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There are substitutes for the mercury-type sphygmomanometer which 
undeniably have certain superficial advantages. But there is no substitute for 
unfailing accuracy, which only the true mercury-gravity instrument can assure. 


The mercury displacement principle in bloodpressure measurement ex- 
cludes the possibility of functional error in the instrument itself. It does not 
depend on the elasticity of metal, which varies, or on moving parts, which wear. 
Its action is governed solely by gravity — the most constant and unequivocal 


The Standby 


Other models 
available. 


the Kompakt, 

the ‘300’, To be sure 
and the 

Wall Model. 

See them 

al your 

dealer's. 


force known. As such, it provides the standard against which other types of 
manometers must be calibrated and checked when their accuracy is in doubt. 


The W, A. Baum Company makes true mercury- 
gravity manometers exclusively. We grant that 
~ precise accuracy in a bloodpressure reading may 
nodel. not in all cases be especially important. But if just 
one possibility for compounding error can be 
climinated, is there any point in settling for less? 


either attach a copy of the actual 
bill or complete the section of the 
form which relates to “hospital 
charges.” 

6. The method of transmitting 
cumpleted forms to insurance com- 
panies varies from hospital to hos- 
pital. Some hospitals feel that the 
forms should be sent directly to 


_the insurance companies, : while 


other hospitals believe it is the 
patient’s responsibility to submit 
the forms to their insurance com- 
panies.—JAMES R. NEELY. 


Medical staff privileges 

What are some of the qualifications 
that the credentials committee should 
look for in evaluating applicants for 
the medical staff? 

Strictly speaking, a doctor apply- 
ing for surgical privileges should 
have three or more yeafs of prop- 
erly supervised training and ex 
perience. Surgical privileges should 
be granted only to well-trained 
and recognized surgeons, such as 
fellows of the American College of 
Surgeons, diplomates of one of the 
various specialty boards, or others 
of equivalent training and experi- 
ence, 

The credentials committee should 
promptly review and evaluate the 
qualifications of doctors applying 
for surgical privileges and make 
recommendations to the governing 
board which has final authority in 
such matters. Any delay in prop- 
erly investigating applications is 
an evasion of responsibility on the 
part of the credentials committee 
and unjust to the applicant. 

The general practitioner should 
be given medical staff privileges 
commensurate with his training, 
experience and ability. He must 
work under or through the chief 
or head of a clinical department, 
who will know what he is capable 
of accomplishing with efficiency 
and safety. 

The general practitioner should 
not be permitted to exceed the area 
in which he is considered compe- 
tent. The type and extent of privi- 
leges granted can be adjusted as 
the general practitioner increases 
his knowledge and experience and 
demonstrates sufficient skill in 
specific areas. 

It must be remembered the hos- 
pital incurs a legal, as well as a 
moral responsibility, in permitting 
physicians to care for its patients. 
—~MALCOLM T. MACEAcHERN, M.D 
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Baptist Hospital Recovery Room 
Increases Efficiency Patient Care 


Mr. Kidd's kind words about Hausted equipment 
ore not at all unusual. From hospitals all over the 
world we hear the same story... “finest 
equipment we ever owned” ... “better patient 
care with fewer nurses” . “fewer transfers of 
patients” ... “most versatile wheel stretchers we've 
ever seen”... 

When you are considering new equipment for 
your recovery room, ask for a demonstration of 
Hausted stretchers, with today’s most complete line 


of accessories. 


=x 
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Chrome baffle plate protects 
finish, provides easy access to 
gears. Stainless steel scuff plate 
is also standard. 


Offers more treatment posi- 
tions more quickly than any 
other comparable bed on the 
market because it can be 
cranked from either end. 


Side, the modern space-saving 
safety side. Fittings are stand- 
ard on all Multi-Hites for easy 
installation of Slida-Sides. 


Available with Hard Slida- 


Every piece of Hard hospital furniture is buile 
around @) specific features. SAFETY 
for both patients and attendants alike. 

@ EFFICIENCY — designed to do its 
job efficiently, including both ease: of use by 
attendants and convenience and comfort of pa- 
tients. @ BASE OF MAINTENANCE 
resulting from thoughtful design, sturdy 
construction, durable, chip-resistant finishes 
and intelligent use of scuff plates and bumpers. 

@ STYLING — pace setting styles chat 
make the Hard line the most attractive, most 
practical and most comfortable in the entire 
industry. GUARANTEE — Hard's 75 
years of experience plus its reputation for top 


Extra Safety, 


Shown below is Hard’s @ Feature Omega Room Group 


Time-Saving Convenience 
Raises for ease in patient care — lowers to home 


bed height for patient safety and comfort. Single 
crank operation from four convenient positions. 


HARD 


MULTI-HITE BED 


quality is your best guarantee of hospital 
furniture. 

Every piece of Hard @ Feature Hospital 
Furniture has been designed with the help of 
the Hard Panel of Hospital Experts. This 
panel made up of administrators, doctors and 
nurses carefully check every Hard design and 
every new Hard product. Panel approval as- 
sures you that every piece of Hard hospital 
furniture meets every hospital requirement. 
When you equip with Hard hospital furniture, 
you follow the lead of outstanding hospitals 
the country over. — 

HARD MANUFACTURING COMPANY 

BUFFALO 7, NEW YORK 
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> HOSPITAL RESEARCH GRANTS — Sur- 
geon General Leonard Scheele has 
announced the first grants for hos- 
pital research from the $1.2 mil- 
lion appropriated by Congress last 
year for this purpos@ after strong 
urging by the American Hospital 
Association. The grants announced 
last month total $401,960. 
Largest award, $75,000, went to 
the Association of University Pro- 
grams in Hospital Administration, 
for studies in administrative re- 
search. The American Hospital As- 
sociation received $71,487 for a 
study of the laws and procedures 
of hospital planning and licensure. 
Other grants were: Ohio State 
University, $60,912, to develop a 
methodology for the evaluation of 
patient care; American Psychiatric 
Association, $66,534, for an archi- 


} 

/ 
tectural study of intensive mental 
treatment units. 

Catholic Hospital Association, 
$6,500, study of a supervisory 
training. program, and $3,600, for 
a safety check list of hospital sup- 
ply and equipment; University of 
Arkansas, $14,850, study of record 
keeping by general duty nurses. 

State University of New York, 
$10,870, study of the impact of 
teaching and research on hospital 
operating costs; American Phar- 
maceutical Association, $36,000, to 
develop an audit of hospital phar- 
macies; Massachusetts State Col- 
lege, $16,500, study of a hospital 
and its community; Peter Bent 
Brigham Hospital, $39,707, for a 
management study. 
> FORD FOUNDATION GRANT — Ford 
Foundation makes $200 million 


grant to approximately 3,500 vol- 
untary, nonprofit hospitals to im- 
prove and extend their services. 
(Details on p. 32.) 

IOWA HOSPITALS APPEAL — 
Hospital Association and 34 mem- 
ber hospitals will appeal to Iowa 
Supreme Court all points of the 
recent district court ruling by 
Judge C. Edwin Moore. Points in 
his ruling were: 

(1) Iowa hospitals have been 
practicing medicine illegally. 

(2) The work of pathologists, 
radiologists and technicians con- 
stitutes the practice of medicine. 

(3) The lowa Hospita} Licensure 
Law does not grant hospitals any 
right to practice medicine in the 
operation of pathology and x-ray 
laboratories. 

(4) Hospitals are not excluded 


VIRTUALLY ELIMINATES BED SORES 
AND DECUBITUS ULCERS 


Special Offer to Hospitals 


| Your hospital name and picture can be permanently 
imprinted on each bottle, at no extra cost, in 10 gross 


quantities. 

Used | 
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throughout the THE ORIGINAL NON-ALCOHOLIC 
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from requirements of lowa Prac- 

tice Acts because they are non- 

profit corporations or because of 

long-standing custom. (Details on 
p. 80.) 

AMA HOUSE ACTS——Meeting in Bos- 

ton, AMA’s house of delegates: 

(1) Endorsed the action of Iowa 
physicians in the recent hospital- 
specialist controversy, 

(2) Resolved that pathology is 
the practice of medicine. 

(3) Heard testimony condemn- 
ing certain accreditation practices, 
then referred the matter to an ex- 


isting committee studying JCAH 
functions. 

(4) Voted to withdraw approval 
from any internship program fail- 
ing to get 25 per cent of its stated 
complement for two successive 
years. 

(5) Eliminated straight intern- 


‘ships in obstetrics and gynecology. 


(6) Condemned OASI 1955 
amendments and cailed for a thor- 
ough study of the provisions. (De- 
tails on p. 38.) 

» DR. MOUSEL ADMITTED TO MEMBERSHIP 
-—During its regular monthly 


Dr. MALCOLM T. MACEACHERN 
“You cannot alford to overlook 
this wealth of information” 


HOSPITAL PERSONNEL 
ADMINISTRATION 


by NORMAN D. BAILEY, B.A., M.Ed. 


The Only Comprehensive Text on This Subject 


© 388 Pages 


This new book tells you how to obtain, select, orient, 
train, and keep personnel. It covers every personnel 
function from salary determination to health service. 
Here, at last, is the much-needed text that covers 
this important subject completely and exclusively. 


© 20 Chapters 
~Witn— 
FORTY-SIX ILLUSTRATIONS — Charts - Forms - Outlines 


® Realistic “Problems and Questions” after each chapter 


© 6 Appendixes 


meeting December 5, the King 
County Medical Society, Washing- 
ton, voted Dr. Lloyd H. Mousel to 
membership. 

The action fulfills primary re- 
quirements assessed plaintiffs un- 
der terms of a settlement agree- 
ment signed recently by the Seattle 
anesthesiologist and Swedish Hos- 
pital, Seattle, with various medical 
bodies cited in a conspiracy suit. 
RULING HITS FIC CAMPAIGN — An 
FTC examiner has ruled that 
Federal Trade Commission has no 
jurisdiction over advertising by 
accident and health insuirance com- 
panies in states which have enacted 
adequate regulatory laws. 

The finding is not necessarily 
final. (Details on p. 83.) 

WASHINGTON NEWS—The 84th 
Congress reconvenes January 3. 
First major order of business will 
be the State of the Union Message. 

This message is expected to out- 
line the Administration’s health 
proposals. These are not expected 
to differ basically from the pro- 
gram laid before the first session 
of Congress last January, on which 
little action was taken. 

Marion B. Folsom, the new Sec- 
retary of Health, Education, and 
Welfare, has given some indica- 
tions of the health program in re- 
cent speeches. Modification of the 
reinsurance proposal, key point of 
the Administration’s 1955 program, 
is expected. Secretary Folsom has 
stressed the importance of support 
of research. 

There appears agreement be- 


_ tween the Administration and the 


Senate’s majority leader, Lyndon 
Johnson (D-Tex.), on the need for 
research and continued hospital 
construction. 

(Details of these and other 
Washington stories on p. 82.) 
DIN THE NEWS — Commonwealth 
Fund grants $7,150,000 to ten 
medical schools. ( Details on p. 83.) 

Massachusetts effects contribu- 


Order from tory group insurance program for 
PHYSICIANS’ W. Harrison 5, H-16 state employees. ( Details on p. 85.) 
of Pes- Federal research ‘grants for 
RECORD CO. sonnel Administration at $7.50 per copy. vocational rehabilitation, totaling 
Remittance is enclosed, $441,038, awarded 15 organizations | 
7 50 in eight states. Six hospitals in- 
Ship ¢ cluded, with grants totaling nearly 
$175,000. (Details on p. 84.) 

Postage paid (in University of Michigan reports 
accompanies order. on ee theft of professional certificates. 

(Details on p. 84.) 
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PIONEER Surg loves are cutting 
glove costs because they are processed 
to prevent the cracking common to 

many kinds of surgical gloves and caused 
by a very active form of oxygen 
known scientifically as “ozone”. 
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SURGICAL GLOVE 
Pioneers in Surgical Glove improvement for over 35 Years 


‘Life’s first graduation’ 

Jewish’ Hospital of Brooklyn 
pitched in to help a United Hos- 
pital Fund Drive show October 5 
with a special exhibit on the care 
and treatment of premature babies 
from birth to. go-home time. 

The exhibit, “Life’s First Grad- 
uation,” was set up in the fourth 
floor restaurant of a local depart- 
ment store. The manner of presen- 
tation was simple: 

A supervisor on obstetrics from 
the hospital was on hand to 
demonstrate the use of infant 
incubators. She explained how the 
ineubators protect the premature 
‘baby until he is promoted to a 
bassinet. 

“Graduation” comes on the 
happy day the parents take him 
home, pronounced healthy and 
normal in every respect, 


PR lending library . 


Want to compare your most 
recent auxiliary newsletter with 
those from other hospitals? Inter- 
ested in fresh ideas and new tech- 
niques? 

The Ohio Hospital Association's 
Public Relations Committee cur- 
rently is busy collecting ideas and 
examples of how to go about de- 
‘veloping public relations materials. 

There are special files on key 
topics, all neatly cataloged and 
bound into specia) folders for easy 
handling. The folders go out on 
ten-day loan to any Ohio hospital 
on request. The Association foots 
the postage bill one way. 

The new public relations “lend- 
ing library” was born when the 
Committee, hounded at every turn 
for information, called on Ohio 
hospitals to send in sample patient 
booklets, personne] pamphlets, re- 
eruitment programs, collection aids 
—everything and anything of in- 
terest. 

Response was overwhelming. 
After preliminary sorting, several 
folders were set up for each cate- 
gory. The Committee plans to keep 
them up-to-date. 


Ai 


The library, kept in the Ohio 
Hospital Association offices in Col- 
umbus, is designed to supplement 
materials from the Library of the 
Americal Hospital Association. 
Samples are strictly “local” in 
scope. 


Hearing while healing 


Because a gentleman became 
bored lying on his stomach while 
undergoing treatment, Highland 
Park (Ill.) Hospital’s Physical 
Therapy Department enjoys an in- 
novation which helps patients take 
the clock out of treatment. 

The gentleman, Ben Freeman of 
Glencoe, Ill, fidgeted unhappily 
one day under a heat lamp. Why, 
he .asked, should such treatment 
time be “vacuum-packed”’? 

An idea he conceived led to in- 
stallation of three FM radios with 
earphones, a gift from Mr. Free- 
man to the Department. 

Now, reports the hospital, pa- 


tients listen contentedly to music 
4 


Four-year old cerebral palsy patient reloxes 
to music over FM earphone radio. 
during therapy. The minutes tick 
swiftly away. 

The earphone radios have been 
used already in a variety of treat- 


ment situations: prone traction, — 


heat applications, exercise periods. 
They are not used during hydro- 
therapy. 

The radios appear to make a 
large contribution to the relaxing 
process so vital to treatment of 
spastic conditions and tightened 
muscles. Such advantages cannot 
be measured In terms of time. 


KFGO reports 


Not a new idea but one the pa- 
tients appreciate: 

St. Luke’s Hospital, Fargo, N.D., 
has worked out a system with local 
radio station KFGO to prepare and 
distribute a noonday “News Head- 
lines” bulletin to patients. No de- 
tails; just enough news to keep the 
patients up-to-date. 

The bulletin, a one-pager, is 
duplicated on preprinted stock 
identifying the station. 

Here are sample briefs — la:t 
Armistice Day, November 11: 

“Big Four foreign ministers to 
wind up Geneva meetings next 
Wednesday ... Army seizes con- 
trol of government in Brazil, but 
Navy and Air Force not backing 
rebellion ... President Eisenhower | 
leaves Denver hospital, returning 
to Washington ... California 
brush fire continues along 20-mile 

The briefs close with the weather 
forecast. 


Blood bank card 


From Paul J. Spencer, director 
of the Lowell (Mass.) Gerleral 
Hospital, comes word about a blood 
bank card in use for some time. 

“In Lowell,” he relates, “profes- 
sional donors never have been 
utilized. All replacements to the 
bank have to come from voluntary 
donors sent in by the patient's 
family.” 

The purpose of the card, de- 
signed to be carried by the donor 
in his wallet, is to thank the donor 
for his voluntary service. 

It serves another excellent pur- 


THE LOWELL CENERAL HOSPITAL 
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pose. The donor’s blood and Rh 
type appear on the front, ready 
in case of emergency. 


HOSPITALS, J.A.H.A. 


| 

| 
| 


cut 
patient 
accounting 


costs 
with 


BURROUGHS 


SENSIMATIC 


JANUARY |, 1956, VOL. 30 


For simplified patient accounting and prepara- 
tion of Blue Cross reports, you'll find the ideal 
answer in Burroughs Sensimatic combined with 
the columnar-‘method of distribution of charges. 

With this accounting plan, all charges are 
automatically indicated under the proper 
heading on the statement. Then, at the end of 


_ the accounting period, totals can be obtained by 


simply turning a knob and pressing the motor 
bar. A duplicate copy meets all requirements 
of Blue Cross. Reimbursement from both Blue 
Cross and the patient are greatly simplified. 

Thanks to the éxclusive sensing panel, Sensi- 
matic will handle other jobs by a simple turn 
of the job selector knob. For a demonstration 
call our nearest branch office, listed in your 
telephone directory. Burroughs Corporation, 
Detroit 32, Michigan. 
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the hospital 


are more and more 


calls for 


'GANTRISIN 


* highly soluble, single sulfonamide 


Respiratory tablets, 0.5 Gm each 


Meningitis ampuls, 5 cc (2 Gm) and 10'cc (4 Gm) 


Urinary tablets, 0.5 Gm each 
Infections 


Pediatrics pediatric suspension (raspberry -flavored), and 
syrup (chocolate- flavored), containing the 
new, tasteless Gantrisin (acetyl!) 


Eye, Ear, ophthalmic solution, 4%, ophthalmic oint- 
Nose & Throat ment, 4%, ear solution, 4%, and nasal solu- 
Infections tion, 4% 


- : A Obstetrics & vaginal cream, 10%, in white vanishing cream 
o 


Outpatient tablets, 0.5 Gm each 
Clinic 


Gantrisin ®—brand of sulfisoxazole 
Gantrisin® (acetyl!) —brand of acetyl sulfisoxazole 


Hoffmann - La Roche Inc + Roche Park « Nutley 10 « N, J, 
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editorial notes 


—a historic day for hospitals 


December 12, 1955, will be long - 


remembered by American hospi- 

This was the day on which the 
Ford Foundation announced its 
fabulous gift to help voluntary, 
nonprofit hospitals improve and 
extend their services to the Amer- 
ican public. 

Mr. Ray E. Brown, president of 
the American Hospital Association, 
commented on the gift as follows: 

“The grant of funds by the Ford 
Foundation to the voluntary, non- 
profit hospitals of our nation will 
result in tremendous improvement 
in hospital service to our people. 
It is almost impossible to grasp 
the full potentialities of this pro- 
gram. 

“The grant is completely with- 
out precedent in our voluntary 
hospital system. The hospitals con- 
cerned now have an immense re- 
sponsibility to translate this gift 
into maximum benefits for the 
people of our nation. We are sure 
that they will prove equal to this 
task.. 

“We applaud the emphasis placed 
by the Foundation on local deter- 
mination of method to be used as 
each hospital seeks to improve and 
extend its services to the public 
under the terms of the grants. The 
» flexibility which the Foundation 
has put into this program will per- 
mit hospital trustees to take full 
advantage of their intimate knowl- 
edge of their communities and 
their needs. 

“Thousands of projects which 
hospitals all over the country have 
deferred because they did not have 
the money to initiate them now 
will be possible because of the 
wise generosity of the Foundation. 
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“We believe that the voluntary 
hospital system has provided the 
American public with the best hos- 
pital care in the world. These 
grants will strengthen this volun- 
tary system and the true benefi- 
clary will be the American people.” 

We would like to underscore Mr. 
Brown’s remarks on the responsi- 
bility which now faces the hospi- 
tal recipients. This is the greatest 
single expression of confidence in 
our voluntary, nonprofit hospitals 
and in the trustees who govern 
them. 


—disaster planning 

A good deal more than a change 
of title was involved in the recent 
decision of the American Hospital 
Association’s Board of Trustees to 
change the name of the Committee 
on Civil Defense to the Committee 
on Disaster Planning. 

Too often community planning 
for disaster has been focused pri- 
marily on handling possible A- 
bomb or H-bomb attacks. But this 
is only part of the problem. A real- 
istic approach to disaster planning 
should have hospitals adequately 
prepared to serve their communi- 
ties in the event of peacetime dis- 
asters including epidemics, train 
wrecks, tornadoes and floods, to 
name a few. Such disasters do 
happen—-and frequently. We must 
be prepared to cope with them. 

Hospitals have always pitched in 
to help when disaster has struck. 
Disaster experiences have made it 
abundantly clear that hospitals 
with disaster plans are in a much 
better position to meet emergen- 
cies. Dr. Frank B. Berry, Assistant 
Secretary of Defense for health 
and medical affairs, emphasized 
the thinking behind this position 


in a paper presented to the Ameri- 
can College of Surgeons. He said, 
“From the great disasters of the 
past, we have learned the absolute 
necessity for proper organization 
and direction ... All of our cities 
and towns, even our smallest com- 
munities, should be ready with a 
plan of action which includes as- 
sistance to their neighbors.” 

The American Hospital Associa- 
tion, recognizing the need for such 
planning, shortly will publish two 
handbooks designed to help hos- 
pitals develop strong disaster plans 
—Principles of Disaster Planning 
for Hospitals” and “Readings in 
Disaster Planning.” 

In further recognition of the need 
for disaster drill planning and in 
recognition of hospitals’ desire to 
perform an even greater commun- 
ity service, the American Hospital 
Association urges all \hospitals to 
place major emphasis during Na- 
tional Hospital Week, May 6-12, 
on their role in community dis- 
asters. A hospital disaster com- 
munity drill day during the Week 
will enable the nation’s hospitals 
to demonstrate their responsibility 
for their community's welfare. 


—a new year, a new face, 
and a new schedule 


In addition to starting a new year 
with a new cover and best wishes 
for all our readers, this issue of 
HOSPITALS JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION, inau- 
gurates a twice monthly publica- 
tion schedule designed to give our 
readers wider and faster coverage 
of happenings of concern to the 
hospital field. On the first of each 
month and on the sixteenth, an 
issue of the Association's Journal 
will be on its way to every sub- 
scriber’s desk containing many 
new features and new methods of 
presentation. Fast breaking events, 
such as the unprecedented Ford 
Foundation grant to hospitals 
(page 32) will now be covered 
promptly. Whenever possible our 
new cover format will be used, as 
in this issue, to make the news 
more graphic. 

Each issue, of course, will con- 
tinue to contain articles and spe- 
cial features selected to give our 
readers an accurate, well-balanced 
source of information. We hope 
you will like the change to twice 
a month coverage. 
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Ford Foundation grants— 


()* THE FOURTEENTH FLOOR of a 
trim skyscraper at 477 Madi- 
son Avenue, New York City, a 
platoon of typists prepared the 
biggest bombshell in the history 
of American hospitals. 

They worked from a stack of 
statistical sheets flown in from 
Chicago early that Saturday morn- 
ing, December 10, by a special 
courier. From one sheet, they got 
the name and address of a hos- 
pital and typed it on a multilith 
plate, From another, they took a 
dollar figure and typed it against 
the hospital name. 

State by state, the plates rolled 
out of the typewriters. Teams of 
proofreaders went over the fin- 
ished sheets, checking them against. 
the masters. 


In one corner of the room, two. 


officials talked to a Western Union 
executive about converting these 
lists into telegrams to all corners 
of the nation, to Alaska, to Hawaii 
and to Puerto Rico. 

Hour after hour the work went 
on, pausing only briefly for coffee, 
milk and sandwiches, an on-the- 
spot desk-top luncheon. 

Messengers rushed the lists t 
the printers and rushed the sheets 
back in batches. Someone put a 
row of collapsible tables along an 
entire corridor for the job of col- 
lating the hundreds of pages in the 
final list. 

The shortest state list, Nevada, 
was finished by mid-afternoon 
Saturday. The longest, New York, 
was the last and finally went to 
the printers about 8 o'clock that 
night. 

A few worked throughout the 


a tremendous gift: 
a tremendous vesponstbiltty 


night, and reinforcements were on 
hand Sunday morning. Later that 
day, the packages at last were 
ready. 

Western Union took a completed 
list and started sending night let- 
ters to about 3,500 voluntary non- 
profit hospitals in the United States 
and territories for delivery first 
thing Monday morning. 

The telegrams were sent to the 
executive officer of the hospital 
and said: 


“The trustees of the Ford 
Foundation have authorized a 
program of grants to assist the 
nation’s voluntary, nonprofit hos- 
pitals in improving and extend- 
ing their services to their respec- 
tive communities, .. 1 am pleased 
to inform you that we believe 
your hospital is among those 
eligible to receive a grant in the 
tentative amount of $ 
under this program. . . 


The machinery which produced 
this mass of startling telegrams 
was unleashed by the greatest 
single act of philanthropy in his- 
tory. | 
The Ford Foundation trustees 
had voted an appropriation of half 
a billion dollars. 


@ $210 million to 615 regionally 
accredited, privately supported lib- 
eral arts colleges and universities 
in the United States to help them 
raise teachers’ salaries. 


¢ $200 million for approximately 
3,500 privately supported tax-ex- 
empt hospitals to help them im- 
prove and extend their services 
to the public. 


¢ $90 million for privately sup- 


ported medical schools to help 
them strengthen their instruction. 

The release, from the trustees of 
the Foundation (Henry Ford II is 
chairman) began simply enough: 

“To supplement and encourage 
the efforts of the American people 
in meeting problems affecting the 
progress of the whole nation, the 
trustees of the Ford Fourdation 
have approved special appropria- 
tions of $500 million for privately 
supported institutions in communi- 
ties all over the land.”’ 

Details of the gift to the hos- 
pitals were spelled out in the nine 
and one-half page release. 

The problem was stated: 

Several hundred thousand ad- 
ditional general hospital beds are 
needed. Old or obsolete buildings: 
require replacement or moderniza- 
tion. Many hospitals need better 
equipment. All hospitals need to 
extend the scope of their services 
if they are to serve satisfactorily 
as health and rehabilitation cen- 
ters in their communities. 

The rising cost of both hospital 
construction and hospital opera- 
tion places these institutions in 
a.serious financial dilemma. Many 
still manage to continue operating 
without deficits, but they do so 
only through the sacrifice or cur- 
tailment of services or facilities 
important to community health 
and welfare. 

What the Foundation intended to do 
to help was then outlined: 

The Foundation will make ivail- 
able from $10,000 to $250,000 to 
each of approximately 3,500 vol- 
untary nonprofit hospitals in the 
United States and territories. 
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The Foundation trustees thus 
recognized the special obligation 
of philanthropy toward the vol- 
untary nonprofit hospital. 

The methed was spelled out: 

The grants would go to each and 
every voluntary nonprofit hospital 
accepted for listing by the Ameri- 
can Hospital Association and those 
voluntary nonprofit hospitals 
which had applied for listing and 
which are subsequently approved 
by the Association for listing. 

The amount of the grant was 
to be computed on the basis of 
the number of patient-days of care 
and births reported to the Ameri- 
can Hospital Association in its an- 
nual survey. Births were added 
because the patient-day total does 
not reflect days of care to newborn 
infants and recognition for this 
important hospital service was 
considered essential. 

These figures were believed to 
be the best index of the service 
rendered by a hospital to its com- 
munity, superior to a computation 
based upon beds, costs, or similar 
factors. 

The Foundation specified that 
each grantee would have to pro- 
duce proof of tax exemption; re- 
port to the Foundation in three 
months on proposed or actual use 
of the money, and make a.- final 
report, in two years, on proposed 
or actual use of the funds. No time 
limit was placed on the use of 
the funds. 

The Foundation tied one string 
to the grant: Use of the funds will 
not be permitted “for operating 
expenses for services currently be- 
ing performed by hospitals.” The 
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|. the advancement 


of human 
welfare’’—- Henry Ford 


aim was not to balance the books 
but to improve and extend hospital 
services. 


How can the gront be used? 

The Foundation put its reliance 
on each hospital governing board. 
It set up no supra-body to tell 
each hospital what its problems 
were or what the best solutions 
were. It did not say that the funds 
must be used for modernization, 
additions to plants, additions to 
services. It said they could be used 
for these purposes, among others. 

The release stated that “the 
terms of the grants will place full 
responsibility on the governing 
authorities of each hospital to 
spend the funds in accordance 
with local needs and problems.” 

The programs undertaken could 
be in the form of: 

(a) improvement of or addi- 


‘tion to facilities or services: 


(b) additions to or training 
of personnel; 
(c) conducting research. 
Within these broad limits, the 
recipient hospital could spend the 
grant, for example, in disaster 
planning, mental illness, prema- 
turity, rehabilitation, handicapped 
children, preventive or diagnostic 
services, outpatient care, or any 


other area which in the opinion of 
the hospital’s governing board 
would best serve its community. 
One way in which the hos- 
pitals could use the money was 
singled out by the Foundation. “A 
particular purpose of the grants,” 
the release stated,/“would be to 
assist hospitals desiring to do so to 
achieve full accreditation . . .” This 
objective became possible when 


the Foundation trustees decided to 


use listing by the American Hos- 
pital Association rather than ac- 
creditation as a prerequisite for a 
grant. 

These then, were the ingredients 
of the philanthropic bombshell 
which was prepared in the epochal 
days of December 9, 10 and 11. 

The ingredients were news of 
great joy to hospitals across the 
land. They also spelled a responsi- 
bility to the hospitals concerned, 
a responsibJity as awesome as the 
grants unexpected. 


ASSOCIATION PRESIDENT COMMENTS 


Ray E. Brown, president of the 
American Hospital Association, 
said in a formal statement: 

“The hospitals concerned now 
have an immense responsibility to 
translate this gift into maximum 
benefits for the people of our na- 
tion. We are sure that they will 
prove equal to this task.” 

Later he reiterated this point. 
“Our voluntary; nonprofit hospi- 
tals have just reveived the most 
practical vote of confidence in their 
history,” he said. “The hospitals 
concerned and the trustees who 
govern them now must live up to 
this vote of confidence. 

“Hospitals have so many ways in 
which they can spend this money 
that the most careful planning and 
the best of our talents must go into 
its expenditure, so that the Ameri- 
can public will know that we were 
equal to this challenge and got 
from every dollar a full dollar's 
value in improvement of hospital 
care for our people.” . 


reaction in the field 


HEN THE bombshell burst, it 
burst in 3,500 directions at 
once. 
Weeks of staff work had been 
done. The proposal had been 
drafted, redrafted and drafted 


again. The basic terms of the grant 
had been argued: the formula 
worked and reworked. List after 
list of hospitals had been produced. 
Only a few of those who worked 
(Continued on page 90) 
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nursing service and education 


by ALBERT W. SNOKE, M.D., and RICHARD 8. OGREAN 


part 1—a review (1930-1953) 


In part forecast—the authors 
suggest eight recommendations to meet 
the nation’s nursing needs. The 

second part will be published in the 
January 16 issue. 


NE OF THE favorite occupations of those associated 

with hospitals today is the formation of committees 
to study and solve the problems of nursing. Nursing 
directors, medica] staff, administrators and hospital trus- 
tees deliberate at local levels, and their counterparts 
meet at state and national levels to consider identical 
problems. This unanimous expression of mutual con- 


‘cern is not due to a spirit of “do-gooding” or meddler’s 


itch. The facts are: (1) that our local, state and national 
health programs are seriously affected by the quantity 
and quality of nursing service available, and (2) this 
country today is faced with a quantitative and qualita- 


tive deficiency of nursing personnel. 

Albert W. Snoke, M.D., and Richard B. Ogrean are director and 
assistant director, vely, of the 658-bed Grace-New Haven 
ee Se ew Haven, Conn. Picture above courtesy of 
Miami V y Hospital School of Nursing, Dayton, Ohio. 
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Hospital administrators and trus- 
tees are concerned because this 
deficiency affects their ability to 
provide the service expected by 
patients. The economy of the hos- 
pital is affected if the patient cen- 
sus and occupancy rate are de- 
creased because of lack of nurses. 
The physician has a dual concern. 
He wants to admit his patients to 
the hospital, and when the patient 
is admitted, he wants adequate 
care at an increasingly professional 
level as medical and nursing care 
becomes more complex. 


Obviously, the nurses are con- 
cerned. They do not relish criticism 
of inadequate nursing care — 
whether it be due to numbers, 
training or ability—and their pride 
in their profession impels them to 
maintain and increase their stand- 
ards. 

Finally, as the public becomes 
more informed about medical care, 
its interest in the nursing situation 
increases. He or she wants to be 
admitted to the hospital promptly 
when necessary, to get superlative 
care at a reasonable price and to 
expand the community health care 
programs into the industries, the 
schools, the homes—all areas that 
require even more nurses. 

No one denies there is a prob- 
lem.* No one really knows exactly 
why there is a problem today and 
whose fault it is. The doctor, nurse 
and hospital administrator each 
tend .to blame the other two par- 
ties. Accusations of shifting medi- 
cal duties to nurses, hospital 
penury and poor working condi- 
tions, and raising the standards of 
nursing education beyond the 
fundamental requirements of bed- 
side nursing are commonly heard. 


It is difficult to assemble com- 
parable data upon this subject. 
Material for this article has been 
obtained from the Public Health 
Service Health Manpower Source 
Book, Section IIl— Nursing Per- 
sonnel, the annual hospital service 
reports of the American Hospital 
Association and the American 
Medical Association, and from 
material generously supplied by 
Marion W. Sheahan, R.N., director 


A concrete example of the concern of 
of ~~ gg! was the 1954 poll of the mem- 
bership of the Middle Atlantic Hospita! 
Assembly as to suggestions for program 
content. Nursing shared top priority with 
medical staff. board and administrator 
relationships as areas needing exploration. 
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of the Division of Nursing Services, 
National League for Nursing. Ad- 
ditional material has been selected 
from. the thesis of one of the au- 
thors (R.B.O.) written in comple- 
tion of a requirement for a master’s 
degree in hospital administration 
at Yale University.' 

Varying definitions and shifting 
periods or intervals covered by 
statistics make exact comparisons 
difficult. It is considered that the 
figures presented are accurate 
within reasonable limits and that 
the trends indicated by the mate- 
rial presented are sound. 


Contrary to the general impres- 
sion, graduate nurses have in- 
creased numerically since 1930. 
The 1954 Facts About Nursing, a 
publication of the American 
Nurses’ Association, reports that 
active graduate nurses have in- 
creased from 214,292 in 1930 to 
389,600 in 1953. The number of 
registered graduate nurses (active 
and inactive) has increased to a 
greater extent (169,000 in 1930 to 
an estimated 600,000 in 1953). This 
is probably due to continued pres- 
sure upon nurses to continue to 
register whether they be in active 
nursing or not. 

Information is not available to 
compare the number of graduate 
nurses employed in nonprofit and 
proprietary, general and special 
hospitals over the same period. 
However, the total number of ac- 
tive graduate nurses increased 80 


per cent, while the population of 
the country was only increasing 30 
per cent, and the short-term, gen- 
eral and special hospital patient 
days were increasing 100 per cent. 
(Table A, p. 36) 

It is also important to note that 
there was an increased percentage 
of registered graduate nurses em- 
ployed in all hospitals in 1951 over 
that of 1930. (Table B, p. 36) Thus 
we find that not only are there 
more nurses in proportion to the 
population in 1951 than in 1930, 
but 48.7 per cent of the registered 
graduate nurses now are employed 
in hospitals as contrasted to 36 
per cent in 1930. The ‘same trend 
was found to be true in Connecti- 
cut. (Table C, p. 36) 

From the preceding statistics, 
one can conclude that recruitment 
of graduate nurses and their em- 
ployment by hospitals have more 
than kept pace numerically with 
the increasing population. But hos- 
pital patient days are increasing 
more than are graduate nurses, 
and an additional disturbing trend 
is noted in Table D, p. 37. Al- 
though the number of nurses per 
100,000 population has steadily in- 
creased, the rate of increase for 
each ten-year period has steadily 
decreased. 

Even though it can be demon- 
strated that there has been a rela- 
tive and an actual increase in the 
numbers of graduate nurses dur- 
ing the past 20 years, it is com- 
monly believed that the avail- 
ability of nursing personnel does 


Chart |—The number of nonprofessional nursing person- 
nel employed by hospitals has increased more rapidly than 
the number of professional nurses. 


(from @ chert prepered by Division of Nursing Resources 5. A. — FH. 
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not meet the present demand. 
Margaret G. Arnstein has pre- 
sented a very clear discussion of 
this phenomenon.? From Miss Arn- 
stein’s analysis and from our own 
experience, there are a number of 
reasons* why nursing personne! 


is in short supply: 
1. The werk week hes been reduced 


from 52-54 hours in 1930 te 40-44 in 
1954. This has decreased the avail- 
ability of each nurse by 20-25 per 
cent, This is not unique with nurses 
and hospitals —all industry has 
made such adjustments—the hos- 
pitals later than most employers. 

2. There ere many more jeb oppor- 
tunities for nurses outside hospitals. - 
dustry, public health and schools 
have expanded markedly their 
positions for nurses. There has 
been a 700 per cent increase in 
graduate nurses employed in the 
Veterans Administration and the 
Armed Forces —-4,703 were em- 


ployed in federal agencies in* 1930 


and 28,646 in 1952. (Table E, p. 
37) 

3. Teday hospitals ore experiencing 
more varied and intensive nursing activ- 
ity then in 1930. Patients stay a 
shorter time due to early ambula-. 
tion and newer therapeutic pro- 
cedures, This results in a greater 
number of admissions per hospital 
bed throughout the year-——an in- 
crease of 35 to 50 per cent in our 
own institution—a greater number 
of diagnostic and therapeutic pro- 
cedures concentrated in a few days, 
and a higher percentage of acutely : 
ill patients on the nursing divi-. 
sions. The patients now convalesce | 
at home instead of at the hospital. 

Nursing not only must meet the 
requirements of more rapid ex- 
change of patients, but the actual 
procedures required ure more com- 
plicated and numerous. In a recent 
spot study (New Haven Unit of 
Grace-New Haven Community 
Hospital) of a medical division 
with 26 patients, 200 medications 
were given a day. Thirty-three per 
cent of these medications were in- 
tramuscular and subcutaneous in- 
jections of antibiotics that did not 
even exist in 1930. 

Artificial pneumothorax, bone 
marrow aspiration, liver biopsies, 


*Thelma Ingles in her article ursing 
Education Must Keep Up With bediien 
n the November ! issue of The Modern 
ospital has added a vigereus and pungent 
corroboration to the changing vattern of 
nursing care and the necessity for physi- 
and administrators to tand 

the problems of nursing. 


fetal active graduate nurses, 


patient days and popu- 


general hospital 
lation, selected years 1930-53" 


f TOTAL ACTIVE (GENERAL HOSPITAL) POPULATION 
ww | | PATENT DAYS | CONTINENTAL U. 
214,000 88,000,000 123,000,000 
1940 784,000 119,000,000 132,000,000 
1950 | 374,500 158,000,000 151,000,000 
1953 389,600" 174,000,000 158,000,000 


“Fike figures in this chart have been rounded off. 
**Eistimeted number of employed profesional nurses, Dec. 1953-jan. 1954 
SOURCE: facts About Nursing (Mew York City: Americon Nurses’ Associction, 1954), 


pp. 4 ond 15. 


il Service in the United Stoter-~1931, 1941, 1951, and 1954 (Hospital 


date by the 


Association), 
end p. (1954 0d 


on Medical 
ed), p 


ond Medical 
1064 (1941 od), p. 109 (1951 o¢) 


areas of employment for active professional registered nurses in U. S. 
and territories, 1930 vs. 1951 


(4930 PER CENT | 


TOTAL 


24,189 | 100.0 


1700 368 48.7 


18,807 98 | 8.9 


~. 


334,733 100.0 


*This editions of Facts About wos increased to 214, 792. 


“Nurses Association, 1939 ond 


_ registration of nurses by type in Connecticut, 1930 vs. 1951! 


institutional 
Private duty 
Public health 


Social service 
U. $. government 


1930 | PER CENT) 1951 


819 730 «4,366 
2,031 57.1 2466 


| | 555 
4 | 
- | 10 
- 89 
- - | 


circulation time and venous pres- 
sure, intravenous gall bladder dye, 
encephalograms and _ ventriculo- 
grams, constant transfusions and 
infusions are all complicated pro- 
cedures requiring nursing time and 
skill, and are much more common 
now than in 1930. 

A comparison of total operations, 
operating room nursing hours, and 
hospital patient days in the New 
Haven Unit—prior to the combina- 
tion with the Memorial Unit—of 
the Grace-New Haven Community 
Hospital is also significant in show- 
ing the change in requirements for 


nursing services. Total operations 
more than doubled from 1930 to 
1951 with only a 50 per cent in- 
crease in patient days. (Table F, 
p. 37) 

During this period the number 
of operating room nurses almost 
quadrupled due to: 

® Shorter work week. 

® Higher percentage of surgical 
cases in the hospital requiring 
more use of the operating rooms. 

® Shorter patient stay. 

® Replacement of student nurses 
in many operating room activi- 
ties at the request of the doctors. 
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® Increasing the budgeted num- 
ber of graduate nurses to two per 
operating room. 

@ Increasing percentage (33 to 
50) of major* operations. 

With all these changes in nursing 
requirements in the hospital, it is 
of interest that there has been little 
change in the publicized hour re- 


quirements for nursing care for a, 
number of years, even with the 


demonstrated increased demand 
for nursing service. We find it in- 
teresting to note that the average 
hours of bedside nursing care per 
patient found in the 1938 study* and 
those used at Grace-New Haven 
Community Hospital and by others 
to whom we have talked recently 
are relatively the same. The 1938 
study (14 hospitals participated) 
developed norms representing the 
bedside nursing hours per patient 
given by the median hospital in the 


"Generally speaking, a major opera- 
tion is any entry into the abdominal 
cranial or thoracic cavity, any dissection 
of large magnitude or any operation in- 
volving the viscera. 


group to patients on the different 
clinical services and in different ac- 
commodations. The following hours 
were reported as norms for ward 
and semi-private patients unless 
otherwise specified: medical, 3.2; 
surgical, 3.2; pediatric (ward, all 
ages), 4.4; obstetrics, 4.2; newborn 
(all), 2.3. The norms we use for all 
patients and which include the 
services of the licensed practical 
nurse and aide, are as follows: 
medical, 3.5; surgical, 3.5; pedia- 
trics, 6.0; obstetrics, 3.0; newborn, 
3.0; rehabilitation, 4.0 to 6.0. The 
need for a great deal more study in 
this area, taking into consideration 
the increasing contribution of the 
auxiliary nursing worker, is ap- 
parent. 

4. Student nurses cre not providing 
the number of hours of bedside service 
thet they did in 1930. Nursing schools 
have not only reduced the hours 
that the student spends in classes 
and on the nursing division, but 
they also are emphasizing the edu- 


Source 
VU. 6. Government Printing Office, 1953), p. 17. 


NUMBER OF NURSES 
YEAR PER 100,000 ne 
1930 79 
1940 716 2B 
1950 249 5 
SOURCE, U. 5. Gepartment of Health, ond cad Wellore, 
Boot Section 2—Nwrwng Personnel (Washington, 


number of nurses employed by federal agencies in the U. S. and terri- 


tories, selected years 1930-1952 


VETERANS ARMY, NAVY 

_YEAR | ADMBESTRATION AIR FORCE") OTHER | TOTAL 
1930 ' 2,760 1,305 698 4,703 
1935 2,917 999 969 44725 
1940 4,593 1,405 1,574 1772 
1945 4,57 65,216 3,305 672,978 
1950 13,094 7373 5,26 673,483 
1952 14,500 11,065"" 3661 

‘includes civilian employees. 

**Eacludes Navy Murse Corps. 

Service 


SOURCE. 5. Department of Health, Education and Welfore, Public Health 
Health Monpowe: Source boot Section 2 
U. 5. Government Printing Office, 1953), ». 20. 


Personnel |W oshington, OL. 


total operations, operating room nursing hours ond hospital patient 
days, New Heaven Unit, Groce-New Haven Community 


Hospital, New Haven, Conn., selected years 1930-1951 


TOTAL OPERATING ROOM PATIENT 
a 1930 3,500 108, oo 

1940 5,658 8,052 133,500 
1951 7 Ais 13,464 158,000 
including newborn. 


Community Hospitel, New Haven Conn. 
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cation of the student nurse, Reduc- 
tion or elimination of hours spent 
caring for patients during evenings 
and nights, week-ends, etc. as well 
as decreasing the number of pa- 
tients assigned to a student nurse 


during her learning experience 
have required the hospital to 
search for other nursing personnel 
to meet this need. 


AUXILIARY NURSING PERSONNEL 


A most important and signifi- 
cant fact to be noted in reviewing 
bedside nursing requirements is 
that the nursing personnel in 1930 
were mainly graduate nurses and 
student nurses who were usually 
being trained on an apprentice 
basis. Today the nursing auxili- 
ary worker, the practical nurse 
and the nursing aide have assumed 
an important share of the bedside 
nursing requirements. This shift 
is significant and has come about 
during the last few years. There 
were 112,000 licensed practical 
nurses and attendants employed in 
all types of hospitals in 1941 and 
186,000 in 1953. 

The nursing aides and practical 
nurses started to become signifi- 
cant elements in the bedside nurs- 
ing picture from 1940 to 1944. 
The real increase in their role has 
occurred during the past few years. 
(Chart I, p. 35) 

The licensing of practical nurses 
is relatively recent, being started 
in Maryland in 1922, Pennsylvania 
(1927), Connecticut (1934) and 
Massachusetts (1944). Since then 
41 states have enacted practical 
nurse licensing laws and 45 states 
now have schools of practical 
nursing. 


Nursing schools and nursing 
educators have done their best to 
meet the growing requirements for 
graduate nursing personnel. Al- 
though nursing schools have been 
strengthened and enlarged, it is 
significant to note that the growth 
of student enrollment (79,897-1930, 
103,019-1954) has just about kept 
pace with the population increase 
of 30 per cent. The number 
of nursing schools decreased 
from 1,844 to 1,148 over the same 
period. As has already been 
pointed out, graduate nurses are 
numerically and proportionately 
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report on the 


BOosTON-—-The House of Delegates 
of the American Medica] Associa- 
tion, meeting last month at the 
annual clinical session, endorsed 
the position taken by lowa physi- 


cians in the hospital-specialist dis- 


pute in that state and applauded 
the court’s ruling in favor of the 
specialists. 

News of the Iowa decision 
reached the meeting shortly after 
the judge handed down his deci- 
sion on November 28, and a reso- 
lution of commendation to the 
physicians of lowa was promptly 
introduced by the Illinois, Colora- 
do, Wisconsin and Louisiana dele- 
gations. Dr. Percy E. Hopkihs was 
recorded as chairman of the group 
which submitted the resolution. 

The resolution said: 

“Whereas, the physicians of lowa 


have for the past year been en-* 


gaged in supporting the position 
that the practice of medicine is the 
right of the individual, and 
“Whereas, a decision rendered 
by a District Court of the State of 
lowa upheld this position, and 
“Whereas, this decision is ex- 
pected to have a far-reaching af- 
fect upon the practice of medicine 


throughout the nation; therefore — 


be it 
“Resolved, that the House of 


Delegates of the American Medical 
Association congratulates the phy- 
sicians of lowa upon the successful 
outcome of the initial phase of this 
action and commends them for the 
able way in which they presented 
the position of the American medi- 
cal profession.” 

The American Medical Associa- 
tion had not previously taken an 
official stand on the Iowa dispute, 
although the Iowa state medical! 
society, one of its constituent or- 
ganizations, intervened in the case 
on the side of the specialists and 
in opposition to the plaintiff hos- 
pitals., 

The reference committee of the 
House of Delegates which consid- 
ered the resolution told the House 
on the final day of its meeting, 
December 2, that it was “in com- 
plete accord with this resolution 
recommending that the House con- 
gratulate the physicians of Iowa 
on the successful outcome of the 
initial phase of its action in sup- 
porting the position that the prac- 
tice of medicine is the right of the 
individual. 

“The committee notes with 
gratification the decision of the 
judge in this case which is in full 
support of the contentions of the 
physicians involved. Your commit- 
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tee recommends the adoption of 
this resolution, with expressions of . 
appreciation to the many physi- 
cians of lowa who have labored 
so industriously in support of the 
rights of our profession.” 

The resolution was adopted 
without any negative votes, and 
a footnote was added by the 
Speaker at the request of one of 
the delegates to record that the 
suit was brought by the hospitals 
and not by the physicians. 

Previously, Dr. Elmer Hess, 
president of the AMA, had labelled 
hospital-specialist relations upper- 
most among the critical problems 
affecting internal relationships in 
the field of medicine. 

In his midyear report to the 
House, Dr, Hess said that he could 
not go into detail on specific in- 
stances “because there are peculiar 
local circumstances to be consid- 
ered in each case. However, I have 
found that where serious differ- 
ences of opinion exist between 
hospital administrators and (anes- 
thesiologists, radiologists and pa- 
thologists), stubbornness and lack 
of understanding creates the road- 
blocks that cut off amicable solu- 
tions. 

“We don’t want hospitals to en- 
gage in the practice of medicine 
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and we don’t want them to exploit 
physicians. At the same time, we 
must recognize the. fact that de- 
partments of radiology, pathology 
and anesthesiology should be self- 
supporting. Above all, there should 
be the realization on both sides 
that the welfare of patients super- 
sedes everything else. We cannot 
afford to let the quality of care 
for hospital patients suffer because 
of internal bickering over operat- 
ing policies. 

“The differences which exist be- 
tween certain physicians and hos- 
pitals can be resolved through 
intelligent discussion across a con- 
ference table. If we cannot work 
out our own problems sensibly 
then we have no right to insist 
that outside influences be ex- 
cluded.”’ 

In another facet of the hospital- 
specialist problem, the AMA House 
passed a resolution as to the prac- 
tice of pathology. 

The resolution as adopted stated 
that the practice of pathology, in- 
cluding both clinical and anatomy 
pathology, is the practice of medi- 
cine. 

The resolution noted that “in 
many states the attorneys general 
have written opinions stating that 
the operation of laboratories in 
departments of radiology and an- 
esthesia by corporations, including 
hospitals, is illegal, and that the 
acceptance of employment from 
such corporations by a licensed 
practitioner of medicine on the 
terms permitting the corporation 
to charge a fee for his services is 
unethical fee splitting and illegal.” 

The resolution as presented to 
the House said that because of 
such interpretations “attempts are 
being made by certain lay groups 
to amend the laws, or their inter- 
pretations, to permit the division 
of pathology into professional and 
technical services, the latter to be 
the work of the pathologist's tech- 
nical assistants who perform under 
his direction and supervision and 
not to be considered a practice of 
medicine, and therefore, services 
which may be legally performed 
by a hospital.” 

The. House of Delegates voted 
that if this position should be sus- 
tained, “fragmentation of the prac- 
tice of pathology would be ac- 
complished and thus all medicine 
would be in danger of being so 
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divided to the detriment of the 
patient.” 

The House put itself on record 
as “opposed to the division o! any 
branch of medical practice into 
so-called technical and profession- 
al services” and reaffirmed the 
position it had taken in 1943 and 
1951. 

For the past several sessions of 
the AMA’s House, the most re- 
solved-upon subject has been ac- 
creditation. The appointment of a 
special AMA committee to study 
the accreditation problem reduced 
the resolutions on this topic to a 
relative trickle last month. The 
top subject at Boston was the 
general practitioner, with special 
emphasis on his place in the hos- 
pital sun. 

The group of resolutions on the 
role of the general practitioner was 
a sequel to a study by a special 
committee, headed by Dr. Stanley 
R. Truman, of Oakland, California. 
This report, submitted earlier in 
1955, went before the House of 
Delegates in June in Atlantic City. 
Action was deferred until the 
members of the House of Delegates 
had an opportunity to study the 
voluminous report. 

The resolutions were referred 
to a Reference Committee headed 
by Dr. Lewis A. Alesen of Los 
Angeles. Dr. Alesen bundled all 
the resolutions together and held 
a hearing on all of them at once. 
It was by far the most popular 
reference committee hearing, with 
an attendance of about 250 phy- 
sicians and lasting for more than 
three hours. 

In general, the resolutions urged 
a permanent AMA body: ) 


» To study the relative value of 
diagnostic, medical and surgical 
services, 

p To combat arbitrary restrictions 
on the hospital privileges granted 
to generalists. 

>» To stimulate the formation of a 
department of general practice in 
each medical school. 

>» To attempt to change the trend 
toward increasing specialization in 
the medical profession. 

During the reference committee 
hearing, the matter of hospital staff 
privileges for generalists drew the 
most attention and the sharpest 
words. Several of the witnesses 
wanted some sort of a tie between 
accreditation and hospital recog- 
nition of general practitioners, 
saying hospitals were tightening 
their restrictions against general 
practitioners on order of the JCAH. 

At one point in the hearing, Dr. | 
Walter Martin, of Norfolk, Va.,. 
immediate past president of the 
American Medical Association, 
urged caution in demands for 
tough action by the AMA. He said 
the powers of the AMA to issue 
directives was limited, that the 
role of the AMA was largely ad- 
visory, and that he was sure that 
they House of Delegates would be 
the first to protest if the AMA 
became an autocratic, rather than 
a democratic, organization. 

As soon as he had finished his 
remarks, another witness took the 
microphone and said that it was 
time for the American Medical 


Association to stop pussyfooting on 


the subject of the general practi- 

tioner and his hospital privileges 

and that the only way to solve 
(Continued on page 88) 


REFERENCE COMMITTEES discussed resolutions presented te the House of Delegotes 
and their reports were later heard by the House. The Reference Committee on insurance 


and Medica! Service (below) attracted lerae number of physicians te its meeting. 


= | 

re 
: 
r 


ALBERT J, HAYES 


M ANY.FOLKS who are strangers 
to the American labor move- 
ment and its history and philoso- 
phy are inclined to look upon us as 
a self-seeking group. Our recent 
growth and our forthcoming unity 
are causes, they feel, for anxiety. 
Objective persons, however, ac- 
quainted with our aspirations and 
our program, know that our inter- 
est spreads far beyond the im- 
mediate ranks of organized labor 
and encompasses the welfare of all 
our fellow countrymen. Nowhere 
i¢ this more evident than in our 
position regarding health insur- 
ance, 

As an American in this mid- 
twentieth century, I rate the health 
and the education of the American 
people as one of our greatest na- 
tional assets; and its improvement 
as one of our most important and 
immediate goals. This is not a 
question of welfare work, or of 
namby-pamby “do-goodism.” It is 
a matter of stark survival in an 
era of tensions and tempests. 

As a worker in American indus- 
try I learned early the tragedy of 
inadequate and improper health 
care. As a consumer of medical 


«service, I came to know the severe 


drain on the family budget of 
proper care, 

To me, as a representative of 
organized labor, as a consumer of 
medical services, and above all, as 
an American, nothing is more im- 
portant than the health and the 
health opportunities of our people. 

From my trade union experience 
I know that until the Communist 
tiger changes his stripes the ten- 
sion between the free world and 
the Soviet-dominated nations will 
alternately diminish and increase 


Albert J. Hayes is international presi- 
dent of the International Association of 
Machinists. This article is the text of his 
address to the Sith annual conven 
the American Hospital Association in At- 
lantie City last September. 


40 


What labor wants —— 


with the danger of a shooting war 
ever-present. This being the case, 
it is up to us to preserve and to 
improve our relative advantages 
on the world stage. And the 
strength of the free world lies in 
the quality of our manpower and 
in industrial know-how. 

One of the most certain ways to 
improve productive capacities and 
insure the presence of men and 
women on the job is to cut down 
on the absences and inefficiencies 
that stem from ill health. In the 
attainment of this objective, or- 
ganized labor and American hos- 
pitals are, of course, allies. I hope 
that my views will contribute to 
our mutual understanding of the 
job to be done so that we may 
work together in developing some 
plan of insurance which will meet 
the health needs of all Americans. 


The inception of that non-profit, 
community plan of insurance a 
quarter century ago marked the 
beginning of an era which has 
seen more and more people, and 
more and more families enrolled 
under some type of health insur- 
ance. As trail blazer and paceset- 
ter, Blue Cross has contributed 
much to the health education and 
health facilities of America. It has 
increased the understanding of the 
assets and facilities of good health, 
and the value of prepayment in 
meeting their costs. It has helped 
in expanding and improving hos- 
pital facilities. Through such de- 
vices as Health Services, Inc., and 
the Inter-Plan Service Benefit 
Bank, Blue Cross has helped toward 
meeting the need for a national 
plan of hospital insurance without 
sacrificing the benefits of commun- 
ity interest and community con- 
trol. Today well over half of our 
countrymen have some sort of 


labor and mana 


medical care insurance. 7 

Blue Cross, at its inception, was 
a consumer-sponsored plan, al- 
though not a codperative in the 
true sense of that word. It was 
natural that a group of consumers 
should start off with some plan of 
insuring against the costs of hos- 
pitalization—one of our more ex- 
pensive medical care services. It 
was just as natural for hospitals 
to aid in the establishment and de- 
velopment of such a plan. 

Now there is no doubt about the 
value nor the necessity of some 
means of insuring against the cost 
of hospitalization. But from the 
broader health viewpoint, was this 
not actually putting the cart- 
before-the-horse to start out with 
hospitalization insurance? Prop- 
erly considered, hospitalization in- 
surance is not really health in- 
surance at all, but rather insurance 
against one of the high costs of 
neglected health. 

This same approach marks most 
of the so-called health insurance 
plans currently available. Very 
few provide in any way for the 
medical services essential to good 
health; all stress “protection” 
against the costs of ill health. In 
addition, many depart from the 
service principle embodied in Blue 
Cross and operate purely on an 
indemnity basis. An example that 
illustrates this “negative” ap- 
proach is the recently stepped-up 
promotion and advertising pro- 
gram of Group Hospitalization, 
Inc., Washington, D.C. This pro- 
gram, evidently undertaken to 
combat the competition of inferior 
plans that have been using glib 
talk on the air and in direct mail 
to seduce unwary searchers after 
health insurance, is fine; but con- 
sider its approach. As we listen to 
the radio we are told that in the 


(Continued on page 42) 
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at health prepayment plans 


What management wants —— 


by ALLEN D. MARSHALL 


{ane WE are here to celebrate 
the birtaday of a lusty young- 
ster—*Prepaid Health Insurance.” 
Little did the groups in Dallas 
realize that they were starting a 
program which would in only 25 
years grow to a point at which 
more than one hundred million 
persons in the United States have 
protection under prepaid hospital 
expense plans, while more than 
85 million have prepaid surgical 
expense protection and nearly 50 
millions prepaid medical expense 
protection. Blue Cross alone cov- 
ers 45 million people. 

Some feel that this record indi- 
cates that our 25-year-old has 
reached maturity, but I am quite 
sure others agree with me that 
neither labor nor industry believes 
this to be the case—nor wishes it 
to be true. Instead. this growth 
is only an indication that the pro- 
gram is headed in the right direc- 
tion and that it fills a need recog- 
nized by all. We would be derelict 
if we did not look to more progress 
in the years ahead. 

Change and progress are the 
characteristics of the American 
scene. So, in this area also the 
major part of our time should be 
spent in looking for improvements 
and changes which should be made 
in these prepaid plans if they are 
to meet the changing needs of in- 
dustry and labor. I am sure there 
is no basic conflict between the ob- 
jectives of labor and industry in 
this area. We both think these 
plans should provide adequate pro- 
tection to the wage earner against 
the financial hazards of ill health 
on true insurance principles. Our 
concept of how to do this changes 
from time to time—not because of 

Allen D. Marshall, vice president of 
General Dynamics Corporation. New York 
City, peesenses this paper at the %7th an- 


nual convention of the 
at Atlantic City. . Sept. 


JANUARY |, 1956, VOL. 30 


change in our basic objectives, but 
because of changes in the condi- 
tions and the attitudes of people. 

Hospital administrators and the 
medical and nursing professions in 
this 25 year period have caused 
many of these changes in condi- 
tions and attitudes. Progress in 
diagnosis and in the care and treat- 
ment of diseases has within two 
decades shortened the average stay 
in the general hospital from 14 to 
9 days. Some surgical procedures 
have been eliminated by the early 
and massive use of new antibiotics. 
Some diseases have been practi- 
cally eliminated. At the same time 
drugs, blood transfusions and other 
expensive methods of diagnosis and 
treatment have been introduced. 

The prepaid insurance system it- 
self has been a great educator in 
the value of hospital care. Not long 
ago people feared the hospital. My 
two sons who are a few years 
younger than the Blue Cross Plan 
do not look upon the Ellis Hospital 
in Schenectady as a place they 
fear. They would have no qualms 
at all about going there again. As 
far back as 1951, 98.7 per cent of 
the babies in New York State were 
born in hospitals. This could not 
have happened if you and your 
associates in the medical and nurs- 
ing professions had not made so 
much progress in the care of the 
patient. This includes morale and 
financial factors, as well as those 
of a purely physical nature. 


But now to the future. You will 
be the first to recognize that the 
very progress I have cited has 
brought about problems. Some new 
drugs and the new procedures— 
like blood transfusions — have 
proven so expensive that they have 
been excluded from the coverage of 
some plans. Some physicians have 


been more conscious of easing the 
burden on the patient's pocketbook 
than the patient has been himself. 
To say the least, questionable judg- 
ment on the part of some doctors 
has been shown in writing orders 
for medicines, diagnostic x-rays, 
and in rare cases surgery. Patients, 
too, have liked hospital care—not 
only because it was good, but be- 
cause it seemed free. The house- 
wife is not adverse to spending a 
few extra days away from the 
care of her family. The man, who 
might formerly have had a diffi- 
cult molar removed in the office of 
the dental surgeon, does not resist 
being~ sent to the hospital for a 
day or two. The removal of a cyst 
now requires an over-night stay. 
Any appendectomy or tonsillec- 
tomy used to be not only a medical 
but a financial disaster. Now it is 
not so. 

All of this protection for the 
common illness has made the much 
rarer but more costly hospital case 
——the one that despite insurance 
providing free semi-private rooms 
and allowances for extras takes 
thousands of dollars—stand out. 
It has emphasized this one catas- 
trophe which few people can save 
for or foresee. At the same time, 
it has pointed up that because this 
type of situation is relatively rare, 
the cost of insurance for it alone 
would be low. 

Thus we see that long-term and 
expensive illnesses represent a 
special and important problem. 
These illnesses and accidents can 
literally wreck the financial sta- 
bility and independence of almost 
any average family. Think in 
terms of the results of a long siege 
with tuberculosis, with cancer, 
with polio or with any one of a 
variety of accidents that incapaci- 
tate an individual and subject him 
to a long, dreary round of hospital 
and medical expenditures. This is 
the kind of risk for which ade- 
quate insurance is only beginning 
to be provided. 

These are developments which 
have come about through your 
efforts to improve the care of the 
sick in these last 25 years. People 
now do not dread the hospital— 
some want to go oftener and stay 
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longer than is necessary; some 
doctors give questionable treat- 
ments, and the need for major 
medical disaster protection stands 
.out more clearly. 

I know you are not dismayed by 
these developments but rather are 
stimulated by them-—because I 
have seen the beginnings of the 
solutions and know you are work- 
ing on them all. 

The major medica] disaster is 
being solved by catastrophic ill- 
ness insurance. The first large 
group coverage was written in 
1949 on a group of executives of 
the General Electric Company 
and since then other groups— 
some 1% million persons—have 
been covered at present. 

It is important to stress, how- 
ever, that all of these plans are in 
their experimental stages. The ex- 
perience and statistical data neces- 
sary to establish a sound system 
which will stand up under pres- 
sure are still being accumulated. 
The important and significant ele- 
ment, however, is that through 
private, voluntary means some 
people have had the courage to 
move forward into these unex- 
plored frontiers of medical and 
hospital protection. This has been 
done without the intervention of 
government. 

I am quite hopeful that these 
experiments will in time result in 
the establishment of a compre- 
hensive medical insurance, the 
development of which will rival 
the spectacular growth of the first 
Blue Cross and Blue Shield Plans. 
The reason for my hope is that 
I see in these experiments an ex- 
tension of the same basic principle 
which was responsible for the 
original establishment of the plans 
for health insurance. 

Blue Cross has always, I think, 
covered illness costs for the older 
age groups—and now many other 
plans are doing this. Much still 
needs to be done in this field to 
obtain cost data, and underwriting 
principles, and to determine 
whether the cost should be borne 
by the insured aged person, by 
the present generations of work- 
ers, or by the insured while he 
himself is working. 

New methods must be devised 
to combat malingering—maling- 
ering on the part of the doctor 
who over-prescribes —- malinger- 
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ing on the part of the hospital 
which over-services—and maling- 
ering on the part of the patient 
who overstays. One answer is to 
build into the plan, to the extent 
possible, disincentives to malinger, 
such as coinsurance, We must try 
not to make the disincentive so 
strong as to discourage early treat- 
ment of symptoms, but we must 
also remember that money saved 
by discouraging malingering is 
money available for better cover- 
age of the deserving. 


There are also demands that 
Blue Cross and Blue Shield should 
move more quickly to cover such 
things as house calls for doctors, 
office visits, and a wide variety of 
the smaller items that go to make 
up the usual medical budget of a 
family. These are the things, how- 
ever, which experience has taught 
are most uninsurable and most 
susceptible to abuse when included 
in a system supposedly based on 
insurance principles. 


These demands, the problems of 
catastrophic illness and maling- 
ering and unnecessary service all 
can be partially solved. by special 
provisions—built in disincentives 
in the insurance plans. However, 
a more basic approach can be the 
education of the practicing physi- 
cian and through him the patient. 
Although the patient would be 
the ultimate sufferer if govern- 
ment controlled medical care pro- 
grams take over, the physician is 
the person most immediately in- 
terested in the preservation of the 
voluntary system. The doctor must 
understand and do his part in 
making such prepaid insurance 
plans function properly, but to do 
this he must understand their pro- 
cedures, economics and ethics. 


This understanding can be 
brought about by you hospital ad- 
ministrators. working in codépera- 
tion with the local medical associ- 
ation and insurance executives. 
You can initiate a course of train- 
ing for the interns in your hospital. 
This will be welcomed by them, 
and at the same time enable them 
to encourage proper use and dis- 
vourage abuse of these plans. A 
few lectures on this subject will 
enable the young doctor when he 
starts practice in your commun- 
ity to know the plans which are 
operating locally, to be familiar 
with their forms and require- 


ments, but above all to know how 
to help make them operate so suc- 
cessfully that no one will want or 
need a government operated pro- 
gram. I urge you—as individuals— 
and the American Hospital Asso- 
ciation to undertake the develop- 
ment of an educational program of 
this kind. I am confident it will 
prove helpful to you in spreading 
understanding of hospital econom- 
ics as well. 

I have reviewed some of the 
difficult, current problems relating 
to prepaid health insurance and 
have offered a suggestion to help 
in their solution. But be sure of 
this—when these are solved there 
will be others. © 

Your record has praven beyond 
doubt that health problems have 
been solved by the people working 
privately without the intervention 
of government. Whatever prob- 
lems remain are subject to solution 
in the same way by groups such 


as yours. . 
What labor wants — 
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next 12 months one out of every 
three families in Washington will 
need hospitalization for one of its 
members. Therefore —enroll in 
Group Hospitalization. 

Granting the truth of the figures 
—which are appalling—should we 
not ask ourselves this question: 
how many persons who will need 
hospitalization could be kept out 
of hospitals -by preventive medi- 
cine or early diagnosis and treat- 
ment? 

That is exactly the kind of ques- . 
ition we have been avoiding all 
along in our fragmentized, cart-be- 
fore-the-horse approach to health 
insurance. It is high time, I believe, 
to stop emphasizing insurance 
against the high cost of neglected 
health and start developing a sys- 
tem of insurance or prepayment 
which will give the American peo- 
ple greater access to the kind of 
health care which prevents illness 
or nips it in the bud. This approach 
to the problem is logical, it is eco- 
nomical and it is practical. 

What Labor wants first in a 
health insurance plan is that it be 
comprehensive, running the gamut 
from periodic physical check-ups 
to care for long term or catastro- 
phic illness. It wants a plan which 
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creates the incentive to keep well 
and encourages health education, 
periodic check-ups, early diagnosis 
and treatment. 

The results of @ fragmentized, 
cart-before-the-horse system are 
. costly—sometimes ludicrous. Sev- 
eral years ago a Washington, D.C. 
newspaper published a letter to 
the editor from a perplexed Blue 
Cross-Blue Shield subscriber. The 
subscriber’s son had had his arm 
broken in an accident. The mother 
had rushed the boy to the office of 
the family doctor, about three 
miles away, where the physician 
set the arm. Application for Blue 
Shield benefits was denied because 
the arm had not been set in a hos- 
pital. The bewildered father, in 
his letter, wondered why Blue 
Shield should require that the 
service be performed in a hospital 
—with the nearest one 15 miles 
away—when the job could be, and 
was satisfactorily done in the doc- 
tor’s office. I can find no logical 
answer to that question. I can see 
no reason why generally overtaxed 
hospitals should make space and 
facilities available for medical 
services that can be performed just 
as well in the patient’s home or the 
physician’s office. 

Labor’s second health insurance 
desire is corollary to the first and 
equal to it in importance. It is for 
a plan based on the service, rather 
than on the indemnity principle. 

The application of indemnity 
features in accident and health in- 
surance has always baffled me. I 
know of no other field of insurance 
in which so many price tags ap- 
pear. I have, for example, collision 
insurance on my car-—of course, 
with a $50 deductible clause (a 
principle, by the way, which I 
consider wholly inapplicable to 
health insurance). Nowhere in the 
policy can find anything which 
says the company will pay so much 
for a crumpled fender, or a sprung 
door or a broken windshield. If 
the car is in a collision I can take 
it to a repair shop and have the 
damage repaired at the expense of 
the insurance .company. 


When it comes to the human 
body, however, the insurance com- 
panies hang price tags on arms and 
legs and eyes, as well as on the 
allowable price for removing ail- 
ing tonsils or appendices or set- 
ting broken limbs. 
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Even beyond this, there are 
grounds for believing that the ap- 
plication of the indemnity principle 
to surgical and medical insurance 
has played a part in increasing the 
cost of medical care. Many union- 
negotiated health plans are under- 
written on the indemnity © basis. 
That may sound at odds with what 
I am saying about Labor’s wants 
in health insurance, but when 
unions started negotiating health 
and welfare plans they had to take 
what was available. In case after 
case where the union has negoti- 
ated higher schedule benefits in an 
attempt to relieve the covered em- 
ployees of additional medical costs, 
the level of medical charges has 
risen soon after, thereby leaving 
the covered employees no better 
off than before. This phenomenon 
may be logical in the light of the 
sliding-fee system medical charge 
based on ability to pay, since, in 
a way, the insurance benefits con- 
stitute an additional resource to 
the patient. But the ultimate result 
will be to convert health insurance 
into a benefit plan for physicians. 

The important question is not 
how many dollars the company 
paid out to Mary Smith when she 
came down with pneumonia (al- 
though that might make good ad- 
vertising copy), but whether or 
not Mary Smith received the care 
necessary to restore her quickly 
and surely to good health. That 
latter question can be answered 
only in terms of service—not cash 
benefits. In judging the adequacy 
of a health insurance plan we 
must always ask, “could the illness 
have been prevented, or at least 
cured before it became serious 
enough to require major medical 
services?” 


In addition to desiring a health 
insurance plan which provides 
comprehensive medical services, 
Labor wants a plan that is avail- 
able on a universal basis. Let us 
rule out immediately the so-called 
health insurance which is sold on 
an individual basis. This can be de- 
fended only on the basis that any- 
thing is better than nothing—it has 
no other recommendation. Its costs 
are high, its benefits are few and 
limited and its cancelable features 


«however necessary they may be 


from an actuarial point of view— 


make it subject to. grave and oft- 
practiced abuses. 

Our fragmentized approach to 
health insurance has resulted in a 


variety of group plans. Most of 
these are tied to employment for 
a specified employer, or residence 
in a specific community, or both. 
This is a grave weakness in the 
light of the tremendous geographi- 
cal shifts in population and indus- 
trial shifts in labor force during 
the past 16 years. With such fac- 
tors as decentralization of indus- 
try, automation and atomic energy 
promising continuing shifts, it will 
become even more grave in the 
future. 

While practical considerations 
may dictate that a health insurance 
plan be applied basically to em- 
ployed persons and their depend- 
ents, parallel provisions must be 
made for the unemployed, the re- 
tired, the chronically ill and the 
groups which need health insur- 
ance protection but are not in the 
employed labor force. 

Blue Cross already has demon- 
strated the possibility of develop- 
ing coverage on a national basis, 
and ‘of extending protection not 
only to groups such as farmers and 
retired workers, but in codperation 
with the Veteran's Administration, 
even to the groups needing hospital 
and medical care who are generally 
considered non-insurable.' These 
pioneering ventures of Blue Cross 
are worthwhile guides in the de- 
velopment of universal, compre- 
hensive-service health insurance. 


As to the financing of health in- 
surance for the employed popula- 
tion, Labor believes that the cost 
should be borne, in part at least, by 
employers. Under many negotiated 
health and welfare plans, employ- 
ers bear the entire cost and find it 
a sound investment. In order to 
make it possible for every em- 
ployed person to enjoy the full 
benefits of a health and welfare 
plan, the charges must be com- 
puted in terms of percentage of 
wages and salary rather than on a 
flat fee basis. 

So far as the administration of 
health insurance is concerned, La- 
bor believes strongly that the con- 
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suming public should have a voice 
in decisions relating to the eco- 
nomic, as distinguished from the 
purely medical or professional as- 
pects of any plan. 

Finally, Labor believes strongly 
that any universal plan of health 
insurance must be carefully co- 
ordinated with an overall plan for 

: development of health facilities 
and medical personnel. 

This idea was summed up some 
years ago by William S. McNary, 
executive vice president and gen- 
eral manager of the Michigan Hos- 
pital Service when he testified be- 
fore the President's Commission on 
the Health Needs of the Nation on 
an evaluation of Blue Cross Plans. 
He said: 

“Just putting money in the hands 
of the people will. not solve the 
problem. For instance, if .we in 
Blue Cross were to double our 
enrollment in the next 30 days, 
the result would probably be the 
nation-wide collapse of our hos- 
pital and medical services.” 

We are woefully short in medi- 
cal and paramedical personnel, and 


in medical facilities. We of Labor. 


believe that this need is too acute 
to be left to the slow process of 
gradual evolution, The Hill-Bur- 
ton hospital construction program 
is an example of how the federal 
government can assist its citizens 
in meeting their health needs by 
helping to overcome existing short- 
ages, Similar programs should be 
developed to aid medical and nurs- 
ing schools and institutions for 
training paramedical personnel. 
Financial assistance should be pro- 
vided to competent candidates for 
the medical profession. 

In addition to an over-all short- 
age in medical personnel and facil- 
ities, our existing resources are 
badly distributed among our peo- 
ple. Labor believes that the hos- 
pitals which are developing into 
medical centers can help solve this 
maldistribution problem through 
a system of branch hospitals which 
will bring the facilities and know- 
how of modern medicine to pa- 
tients and physicians in rural and 
remote areas. 


In summary, this is what Labor 
wants in a health insurance plan: 
A system of universal, compre- 
hensive service health insurance 
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having consumer or public repre- 
sentation at the economic policy- 
making level, carefully tied in 
with a comprehensive federal pro- 
gram that can develop in person- 
nel and facilities to make it work. 

This is a large order. We of 
Labor know it. We realize, too, 
that it will not come over night. 
But nothing short of that program 
will enable us to accomplish what 
we in the United States must ac- 
complish to conserve and develop 
the healthy, skilled manpower 
needed to meet the growing peace- 
time needs of our dynamic econ- 


- omy and keep us strong and alert 


on the international scene. 

That such a program is practical 
we know from outstanding exam- 
ples such as the Labor Health In- 
stitute of St. Louis, Missouri. This 
plan, as was recently pointed out 
in a thought-provoking pamphlet?, 
. , provides complete, compre- 
hensive medical services through 
a group practice medical center, 
but with the addition of home and 
hospital care ... The services in- 
clude general medical, specialist 
and surgical care, with the usual 
ancillary services; hospitalization 
up to 90 days each year, complete 
déntal services except for den- 
tures, visiting nurse service, drugs 
at special rates and eyeglasses at 
a discount. The average ‘out of 
pocket’ expenses of an average in- 
stitute member’s family in 1951- 
52 were only $37.” 

As the report noted earlier, “this 
is presumably the most expensive” 
form of health insurance. Yet in 
the fiscal year 1951-52, contribu- 
tions to the plan, based upon a per- 
centage of wages, averaged $130.05 
for a worker and his family, and 
$58.68 for an individual worker. 

So far as results are concerned, 
employers who bear the entire cost 
of the plan have found their con- 
tributions to be a worthwhile in- 
vestment in good health. Days lost 
by illness among institute mem- 
bers averaged three days in 1952 
in contrast to the generally ac- 
cepted national average of seven to 
eight days. 

There is positive proof that com- 
prehensive health services can be 
furnished economically and effi- 
ciently. The only question from the 
national viewpoint is—how? 

2. “Are Medical Centers the Answer?” 

0: Associates 


Chicago: Charlies D. Spencer & 
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We of Labor believe that the 
answer rests with the medical and 
related professions and the insur- 
ance people. If they succeed in 
developing voluntary, nonprofit 
plans like Blue Cross, and in ob- 
taining government assistance in 
meeting the health needs of the 
aged, the unemployed, the indi- 
gent and the chronically ill, per- 
haps the results will be achieved 
through privately operated sys- 
tems, If, on the other hand, seg- 
ments of the medical profession 
and the insurance world persist in 
profiting on the ill health of Amer- 
ica, then we must and we will turn 
to some system of national health 
insurance. 

However it may come about, 
Labor’s wants in this field will be 
met, The dream of access to proper 
health care for all Americans wil) 
be fulfilled. As: individuals, the 
American people will not tolerate 
much longer a system of medical 
economics which denies proper 
medical care to themselves and 
their children. 

As a nation, we cannot continue 
to afford lost time and production 
deficiencies that stem from ill 
health. There is no pursuit of hap- 
piness for persons whose capacities 
for advancement and enjoyment 
are sapped by disease. In this trou- 
bled world, there may be no con- 
tinuing liberty for a nation which 
permits its manpower resources to 
waste away for lack of proper 
health care. 

We of Labor rate health as a 
prized personal possession and a 
vital national asset. We earnestly 
solicit your codéperation, and the 
cooperation of others in the health 
and health insurance fields, in de- 
veloping a system of health insur- 
ance that will give every American 
access to the miracles of modern 
medicine. 

In our progress toward this goal, 
we must not be impeded by tim- 
orous tradition or empty epithets. 
Where government assistance is 
necessary we should not only ac- 
cept it but demand it, as an essen- 
tial service of a modern state. 
Wherever the answer may lie— 
and the answers are many in this 
complex field—let us search them 
out logically, conscious only of the 
health needs of the American peo- 
ple, and the demands which history 
has imposed upon our country. ® 
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The following statement of the policy off 
American Hospital Association conce n 

Rep. Frances P. Bolton's bill has been preporellilal 
| the Washington Service Bul 


EPRESENTATIVE FRANCES P. BOL- 
TON (R-Ohio) has introduced 
legislation (H. J. Res. 171) which 
proposes the establishment of a 
National Commission on Nursing 
Services. An identical measure (S. 
J. Res. 56) has been introduced 
into the Senate by Senator H. 
Alexander Smith (R-N.J.). 

The terms of this legislation, 
now before the House Committee 
on Interstate and Foreign Com- 
merce for consideration at the sec- 
ond session of the 84th Congress, 
have been carefully reviewed and 
analyzed by the American Hos- 
pital Association’s Council on Gov- 
ernment Relations. 

As drafted, this bill proposes a 
two-year study program almost 
limitless in its term of reference. 
It goes far. beyond a study of the 
needs of the nursing professions. 
It is in effect another study de- 
sign of national health needs. Lack 
of precision in spelling out in legis- 
lation specific attainable goals will 
nullify, not advance, the cause of 
developing practical solutions to 
the problem of supplying more 
nurses for the growing needs of 
this nation. 

The views of the American Hos- 
pital Association on this legisla- 
tion were taken under considera- 
tion by its Board of Trustees on 
May 13, 1955. At that time the 
Board of Trustees voted to oppose 
H. J. Res. 171. In its official state- 
ment on this proposal the Board 
of Trustees said, 

. This excessive breadth of the 
ir Commission study is accen- 
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tuated by the indication that the Com- 
mission should study the impact of the 
activities of other web groups 
on nursing. 

.- may be that the 
federal government would end up de- 
fining the role of nursing. It is ques- 
tioned whether the federal government 
should define nursing or the role of 
ony other professional groups. 

“ . . There is an extensive body 
of information now being developed 
by various studies throughout the 
country. A large part of the problem 
ean only be approached through work- 
ing experiments. It is not clear that 
the Commission to Study Nursing plans 
any such demonstrations.” 

Recognizing the importance of 


research and study projects in the 


areas of national health, the Board 
of Trustees at this same meeting 
voted the following resolution: 
“To approve the development of legis- 
lation to provide for a study, confined 
to carefully defined aspects of nursing. 
Such a study to be undertaken by an 
independent study commission estab- 
lished under the auspices of qualified 
nonprofit, n 
or organizations. 

“A primary sponsor should be pro- 
vided for, which meets the above re- 
quirements, is considered to be a major 
health organization and which has had 
previous experience in the organiza- 
tion and conduct of studies of national 
seope. Such primary sponsor should 
be responsible for establishing a study 


commission with representatives of the 
various professional bodies concerned 


and for developing and carrying out 
the study. 


“The federal government should fi- 


nance the study by a grant made to 


the sponsoring organization.” 


Commission 


statement 
on the 
Bolton 


Following the Association's offi- 
cial action, a conference was ar- 
ranged with Rep. Bolton and the 
views of the Association were fully 
discussed, At that time specific 
and constructive suggestions were 
made which the American Hos- 
pital Association believed could 
result in a practical action pro- 
gram on nursing problems. 


The position of the Association 
as discussed with Rep. Bolton at 
this conference, was confirmed in 
a letter written to her last June. 
This letter clearly indicated that 
the Association was prepared to 
work out, in codperation with na- 
tional nursing organizations, the 
details of an action program on 
nursing problems, It was pointed 
out to Rep. Bolton that any nurs- 
ing program should be fully dis- 
cussed in advance with such na- 
tional organizations. 

As no indication has been re- 
ceived of any plans to incorporate 
the principles put forward in the 
Association's June letter as part 
of Rep. Bolton’s proposal for a 
national nursing commission it can 
only be assumed that her bill 
will come before the Congress as 
drafted. 


Bolton's resolution (H. J. Res. 171) 
provides for a Commission to be 
composed of 12 members as fol- 
lows: 
1. Four appointed by the Presi- 
dent of the United States, 


(Continued on page 92) 
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MOTION PICTURE film today 
stands as the most powerful 
means of communication, with the 
possible exception of television 
(and film plays an important part 
here too) because it has both eye 


_ appeal and ear appeal. The lati- 


tude of the camera and the in- 
genuity of the people behind it 
make it possible to combine images 
and sounds in an infinite variety of 
ways. 

A recent survey “The Dollars 
and Sense of Films,” conducted by 
the Association of National Adver- 
tisers pointed up several attributes 
of films which make them adapt- 
able to industrial activities. First, 
industry recognized the film as a 
potent tool for persuasion with 
the eye, which outranks all other 
sensory organs combined as the 
pathway to the brain. Another ad- 
vantage was the ability to present 
certain meanings which involved 
motion. A third was, film com- 
pels and holds attention. There 
were also technical reasons, such as 
the use of the microscope and the 
telephoto lens to show things that 
otherwise could not be seen by the 
naked eye. It provided an easily 
reproduced record of an event, it 
sustained observation, it allowed 

Frank Balkin is sales manager of Reid 
Ray Film Industries, Inc., Chicago. This 
article is based on a paper presented at 
the American Hospita ssociation Insti- 


tute on Public Relations held last June 
in Chicago. 


for group enthusiasm, it increased 
learning and it allowed selective 
distribution. 

Motion pictures, as related to 
needs in the hospital public rela- 
tions field, thus nave four advan- 
tages: creating the illusion of real- 
ity; presenting your story in a 
fashion unequaled by any other 
method (more and more television 
programs are filmed, and there 
certainly is no comparison between 
a 17” or even larger television 
screen with the movie screen, 
which can be hundreds of times 
larger); getting the attention of 
many people who will not read 
printed material but who will will- 
ingly watch informational films; 
and focusing group attention on 
your story. 

How can a hospital effectively 
use the medium, taking into con- 
sideration all phases of its prob- 
lems, finances, personnel and phys- 
ical equipment? 

Film users can be classified into 
three groups— 

Class A groups are groups which 
have the finances available for 
top quality productions through 
the use of recognized film produc- 
ing organizations. This is an en- 
viable position to be in and one 
which presents no problems—only 
the selection of a good producer, 
usually one affiliated with one of 
the national associations of motion 
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picture producers. Here the serv- 
ices of creative writers, directors, 
production personnel and the finest 
equipment are available. 

Groups in Class B have sufficient 
finances to use smaller local pro- 
ducers who, in most cases, attempt 
to produce films which will “serve 
the purpose.” Several of these pro- 
ducers have turned out very com- 
mendable films, with due allow- 
ance for the lack of equipment and 
personnel. A number of them have 
had good training with larger or- 
ganizations and suffer only because 
of the lack of equipment and per- 
sonnel, It becomes then purely a 
matter of good reasoning in select- 
ing the proper producer. Find out 
what they have done, present your 
individual problem and see if they 
grasp the essentials. This type of 
producer will act, for the most 
part, as the technical producer and 
the client will do more of the cre- 
ative work himself. 

How is this creative work done? 
In discussing a film production, 
particularly where a new user is 
involved,.the very first question 
asked is, ‘What is the film intended 
to do?” This is followed by, “What 
audience is to be reached?” With 
these two questions answered it 
becomes much easier to prepare 
the outline for the film. It is the 
skeleton or the synopsis. Someone 
should be appointed as director for 
the picture planning. Between the 
first group thinking, the codpera- 
tion of the producer, the prepara- 
tion of an outline and the activities 
of the director, the film is well on 
its way. 

The Class C category, in which 
most hospitals probably belong, in- 
cludes the group which wants to 
produce a film but does not have 
finances available to hire a pro- 
ducer. 

First, unless some person in the 
group has had creative photo- 
graphic experience, it would not 
be advisable to purchase equip- 
ment and begin a motion picture. 
By the very nature of the opera- 
tion, it would call for much interior 
photography and lighting tech- 
nique. If there is such a person 
available, he would need the fol- 
' lowing equipment: 

@ A good 16 mm movie camera, 
equipped to take pictures at film 
running time that will later allow 
for the addition of a commenta- 
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tor’s voice, with a minimum of 
two and preferably three different 
lenses—a 1”, a 2” and a wide 
angle. 

@ A sturdy tripod. 

@ A light meter. 

@ A tape measure. 

@ Small slate and chalk. 

@ At least five flood lights. 

® Additional lights, such as re- 
flector spot lamps and several high 
voltage spot lights. 

@ Sufficient cables for all lights. 

@ Editing equipment. This in- 
cludes film splicers, projector and 
screen. 

It pays to buy goed equipment. 


Contact any reliable dealer and 


tell him the purpose for which the 
equipment is to be used. Ask his 
assistance not only at the time of 
purchase, but from that point on. 

If purchasing equipment is not 
felt justified, there are resources 
available in every community 
which may well be harnessed to 
produce a low cost film that would 
be a potent part of a public rela- 
tions program. 

One of these potentials is a local 
serious amateur movie photogra- 
pher, who, when appealed to from 
the standpoint of civic or commun- 
ity pride, may eagerly offer to help. 
How can such a man be located” 

Write to the Amateur Cinema 
League in New York City for the 
names of the amateurs in your 
community. The fact that an indi- 
vidual is a member of this league 
identifies him as the type of person 
who has the ability to produce a 
film. In contacting the League, it 
would be well to outline the think- 
ing in regard to the proposed film 
since the League might work 
closely with you, giving advice as 
well ‘as contacts. 

See if the community has a local 
camera club or a chartered group 
belonging to the Photographers 
Society of America. Contact one 
of the officers and ask for his help. 

If the community has a large 
industrial organization, it is very 
possible that it will have a photo- 
graphic department, staffed by 
people who not only have equip- 
ment available, but also the 
“know-how” of creative motion 
pictures. 

Visit the local camera shop. The 
proprietor knows equipment and 
the people in your locality who 
have what you need. The serious 


amateur makes the camera shop 
his hobby headquarters, and this 
shop can well be the nucleus in a 
hunt for local help. Within the 
shop itself some very capable 
young person will often be found 
who is eager to obtain practical ex- 
perience. He has available techni- 
cally about everything that would 
be necessary. 

Another source would be the 
high school photography class. For 
instance, a high school near Chi- 
cago produced a color motion pic- 
ture on safe driving in codperation 
with its local police department. 
The film, I am told, is excellent 
from both a technical standpoint 
and story-wise. I met one of the 
boys in the group that produced 
the film and was very much sur- 
prised at his knowledge of photog- 
raphy and story creation. 

When local help has been found 
it may not be difficult to have the 
film production underwritten by 
local merchants in return for a 
credit title in -the film. This does 
not mean making a sales film out 
of the project, but a title could be 
inserted indicating that the pro- 
duction of the film was made pos- 
sible by a grant from the local bank 
or lumber company. It might be a 
joint venture of several businesses. 
A rolling title could be prepared, 
listing the names of the various 
sponsors in alphabetical order. 

From a purely business stand- 
point, businessmen on the hospital 
board could take over the job of 
raising the necessary finances. 

Making a sound film out of the 
project is not as difficult as might 
be imagined, due to the recent 
technical devices and progress in 
the field of audio-visual equip- 
ment. A projection unit is now 
available making it possible to add 
the commentator’s voice to films 
as readily as a voice can be taped 
on a recorder. The same equipment 
then serves as Sound projector for 
both picture and voice. 

Once the movie is completed, 
how is the public reached with it? 


_/ Much @epends on the purpose 


for which the film was produced. 
If it is intended to raise funds, 
directly or indirectly, showing 
should be made to as many people 
as ‘possible. A number of sources 
of supply for readymade audiences 
are: various service clubs—Rotary, 
(Continued on page 93) 


47 


> 


é HE LINE and staff concept is, in 
a sense, a schematic method of 
group functioning which facilitates 
using the organization’s strength 
most effectively. It is not a bizarre 
plan, nor is it a “cure-all.” It is a 
very flexible administrative tech- 
nique having wide use and varying 
applications. It has proved success- 
ful in our own Army and other 
military organizations as a means 
of effectively directing the func- 
tioning of millions of persons. In- 
dustrial and commercial enter- 
prises of various sizes and types 
use it to best meet their different 
needs. It is firmly established in 
many hospitals where the basic 
principles are applied as they are 
conceived by the hospital admin- 
istrator. Undoubtedly in other hos- 
pitals it exists unwittingly in some 
form, 

Naturally, to obtain maximum 
benefits from any organization 
plan, it is expedient to understand 
the plan’s fundamental precepts 
and to adopt these to fullest advan- 
tage. While the principles are 
generally very basic, applications 
differ widely. The complexity of 
-hospital organization usually con- 
tributes a vagueness not found in 
military and industrial fields. For 
this reason it is all the more neces- 
sary for hospitals to have a clear 
understanding of the line-staff 
concept if this technique is to work 
toward simplifying organization 
and delineating lines of authority. 

In a consideration of line and 
staff functions as they apply to 
management, administration, or 
supervision, as well as the corol- 
lary functions of communications, 
finance, employee-employer rela- 
tions, safety, and public relations 
a common starting point must be 
defined. 

The respective functions of the 


Edward H. Heyd is administrator of the 
215-bed Children’s Hospital, Cincinnati, 


line and staff may be briefly de- 
scribed as follows. 

The staff serves in an advisory 
capacity. It may offer expert ad- 
vice and specialized assistance to 
the line in the personnel, em- 
ployee-health, public relations, le- 
gal, safety, methods, and perhaps, 
purchasing fields, as well as in 
other over-all activities. Its au- 
thority is in the area of suggesting 
and recommending courses of ac- 
tion which can be accepted or re- 
jected by the line department 
responsible for doing the job. 

The line is an operating function. 
It is the “doer.” It consists of the 
organizational group or groups 
having the responsibility of carry- 
ing out the original and continuing 
purpose for the institution’s exist-_ 
ence. The line represents the 
channel of authority which flows 
through the various echelons — 
from the board of trustees to the 
individual worker no matter what 
his job may be. 

There are various related com- 
binations of line and staff function. 
In all basic organizations these . 
functions are usually in existence 
in some form or other. It is well 
here to remember that we are dis- 
cussing functions, not jobs, nor 
people. 

It is essential, too, that we con- 
ceive of the term “organization,” as 
a structure that codrdinates inter- 
dependent groups into an inte- 
grated whole in which all have a 
common purpose as contrasted to 
the loose kind of bond that holds 
a confusion of persons together 
merely by virtue of their being 
employed by the same board of 
trustees. 

The specialized staff function can 
be used more successfully in the 
kind of climate provided by a good 
line organization. In such a climate 
the employees know where they 
fit, what is expected of them and 
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where they are headed. This is in 
contrast to the institution where 
no one is sure who is boss, or what 
they are supposed to be doing and 
why. 

If the line is weak, there is very 
apt to be misalignment of staff 
functions to compensate for this 
failure. A weakness in the line in- 
vites the staff to take over duties 
not intended for it and to skew 
the line responsibilities and chan- 
nels of authority. 


The line should guard its funda- 
mental prerogatives of authority 
jealously. It does not delegate or 
allow the staff to usurp its inher- 
ent function. 

There is a constant give and take 
between line and staff caused by 
the varying personal temperaments 
and individual strengths of the in- 
cumbents in the key positions. This 
is a normal and mutually respected 
dynamic interactivity in organized 
groups. However, full codéperation 
can exist without one function 
bowing to the other. Even in a 
well defined line and staff set-up, 
it is more important to safeguard 
the line against loss of its responsi- 
bilities to the staff, than to shield 
the staff from ldss of its preroga- 
tives to the line. The staff, with its 
specialized knowledge, very easily 
may use its position to direct, 
rather than to advise. 

Another factor to be considered 
is that it is impossible for the line 
to operate effectively without the 
assistance of the staff. The line 
should never hesitate to get staff 
suggestions or opinions. A line that 
makes a key personnel decision 
without consulting the staff person 
responsible for this activity is like 
the pitcher who ignores the signals 
from his catcher or the advice of 
his teammates. He is pitching as he 
alone sees the batter and is-not 
receiving the assistance available 
to him. 


IAPORTANCE OF TEAM PLAY 


Both line and staff, with their 
specific responsibilities, make a 
strong team. Both have their parts 
to play. One encroaching upon the 
other is like a baseball team with 
more than its share of good hitters 
but no pitchers. It will score a lot 
of runs, but it lacks the balance 
to succeed. | 
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To illustrate this point, some 
questions may be asked, “What 
are to be the duties of a personnel 
office?” “Will it eventually decide 
upon the applicants to be hired and 
perform other supervisory em- 
ployee relations functions?” 


To this question the answer is 
no. Briefly, there are more than 
enough specialized duties for a per- 
sonnel office in the fields of em- 
ployment recruiting and screen- 
ing, reviewing of job requirements 
and rates and maintaining and us- 
ing employee records to develop 
employee centered supervision. In 
fact, in the entire field of training 
methods, as well as in the area of 
employee safety, health, recrea- 
tional and welfare activities, there 
are some duties which can be more 
effectively performed at the staff 
level, than by a line department. 
The personnel function, whether 
it is performed by one person 
working part time or by several 
persons, can concentrate on the de- 
velopment and study of new meth- 
ods to be presented to the line by 
doing the research and assisting in 
the implementation of staff studies. 
The staff can best serve by being 
out in front—by being the pilot 
seeking ways and means of helping 
the line do better. The staff will 
never lose its job, provided it does 
not lose sight of its duties as a 
service unit. 

It is well here, too, to recognize 
the balance factor that is at play. 
The line is apt to find it very em- 
barrassing not to have accepted a 
safety recommendation from the 
staff, if, at a later date, one of its 
employees is injured by the haz- 
ard. The staff can help to keep the 
line alert and abreast of develop- 
ments by suggesting ways to im- 


prove operational efficiency. The. 


line, in a similar manner, can seek 
assistance in specific areas, and in- 
form the staff of problems which 
confront it and for which solutions 
are being sought. Give and take be- 
tween line and staff emphasizes 
the great advantage of team play— 


that it leads not only to balance, 


but to hustle. 

There will always be a place 
for the staff function whether it is 
vested in a department or section 
of several specialists, or where one 
person wears numerous hats—-as- 
sumes a number of different staff 
functions such as personnel, pur- 


chasing and public relations. It 
may well be that the administrator, 
in addition to his line duty, will 
personally assume one or more 
staff functions. 

Since the staff in many instances 
sponsors an educational or an in- 
structional type of activity, it is 
generally desirable to transfer the 
program from the staff to the line 
as quickly as the latter can take 
over. Nor is it unhealthy for the 
line to receive preliminary assist- 
ance from the staff; this does not 
change basic responsibility. It may 
well be that the line is strength- 
ened by such addition of special- 
ized knowledge, while the staff, 
with another job out of the way, 
has freedom to develop and sup- 
port a new activity, Sometimes the 
staff may work itself out of one 
job, only to take on other duties. 


A training problem best illus- 
trates the relationship of the staff 
and line responsibilities. The staff 
ascertains from the line the areas 
in which training is required. It 
may involve problems such as in- 
dividual job safety in the boiler 
room, or the developing and clari- 
fying of department head com- 
munications. Since the staff is 
acquainted with*the need, its as- 
sistange is requested to suggest 
variow’ solutions to the problem. 
When a decision has been made 
concerhing the method to be fol- 
lowed, it may be the staff's re- 
sponsibility to prepare the mate- 
rial, and in the initial stages, even 


to train the trainer. The staff is ~ 


the catalyst that starts the job. 
Upon acceptance of the proposal, 
however, it has proven most suc- 
cessful to have the line carry out 
the program in most instances, The 
staff may start the job, but the 
final responsibility for implemen- 
tation rests with the people in the 
line. 

The preceding is a very brief and 
simplified outline of an administra- 
tive tool that is probably being 
used in many hospitals. Perhaps it 
is being used well. However, it can 
best serve its purpose when the 
thinking involved is razor sharp. 
A concise and clear delineation of 
staff and line responsibilities is es- 
sential to decisive implementation 
of all job functions and team 
play. 
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OST HOSPITAL administrators 

are aware of the fact that 
the Administrators Guide Issue of 
HOSPITALS JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION, Part II, 
August, is the most complete and 
authoritative source of statistics on 
hospitals published annually in the 
United States. Actually, no other 
source offers any competition to 
that claim since the American 
Medical Association has discontin- 
ned publication of the annual Reg- 
istry issue of its Journal, What 
most of us don’t realize, however, 
are the practical uses which the 
fascinating array of figures pub- 
lished each year serves. Well- 
thumbed copies of the Guide Issue 
are found in many national and 
state agencies responsible for both 


planning and operations in the . 


health field. It serves as the basic 
source of data for Congressional 
committees interested in develop- 
ing legislation concerned with hos- 
pital and health affairs. 

In recent weeks, I have had oc- 
casion to spend considerable time 
with the Guide Issue while doing 
some research on the nature of 
hospital costs. The Guide Issue 
not only yielded some dramatic 
information on the question of 
various aspects of hospital cost (a 
summary of the study will be 
published in an early issue of 
HOSPITALS) but also provided some 
interesting facts regarding the 
American hospital system. 

One of these points up the con- 
stantly increasing complexity of 
hospital service. The total capital 
value of all short-term, general 
hospitals in the United States was 
approximately $3.100,000,000 in 
1946. The total beds in those hos- 


pitals numbered 473,059. In 1954 


there were 553,068 beds and the 


your fresident reports 


total capital value had grown to 
$6,177,000,000. Over the nine-year 
period the capital assets required 
per bed has almost doubled, grow- 
ing from $6,512 to $11,170 per bed. 
It is true that some portion of the 
increased investment per bed re- 
flects the inflation in construction 


‘costs during the period. The fact 


that a net addition of only 80,009 
beds was made during the nine- 
year period serves to prove how- 
ever, that most of the huge in- 
crease in capital assets went into 
added and enlarged services for 
existing beds. 

The investment per full-time 
hospital employee grew from 
$6,139 to $8,077. during the nine- 
year period even though the num- 
ber of employees increased at the 
same time from 1.48 per patient 
to 1.98. per patient. We are ac- 
customed to thinking of hospitals 
as not being comparable with in- 
dustry in terms of investment per 
employee. Each year sees this gap 
decreasing despite the tremendous 
investments industry continues to 
make in its plant. Currently, all 
U.S. industry has an average in- 
vestment of approximately $10,000 
per employee. 

There is another interesting fact 
found in the above figures, which 
spells out the need for the wisest 
sort of planning before new hos- 
pital construction is undertaken 
within a given community. The 
total operating exvenses of general 
hospitals in 1954 were slightly 
more than half their total cavital 
assets. The problem of providing 
hospital care is an annual problem 
and the problem really only starts 
after the capital funds are raised. 

Speaking of research reminds 
me of an excellent article recently 
published in Harvard Business Re- 


view about research done at Dart- 
mouth College on the skills re- 
quired in administration. The 
author classified these skills into 
three types. The first is technical 
skill and has to do with an under- 
standing of the methods, processes, 
and techniques used in the estab- 
lishment under the administrator. 
The second is human skill and cov- 
ers the executive's ability to work 
effectively with people and to se- 
cure their codperation. The third 
is conceptual skill and is concerned 
with the ability to recognize rela- 
tionships and to perceive the sig- 
nificant elements in any given situ- 
ation. 

The author then points out that 


the usual administrator need not 


possess all three skills in equal, or 
full, proportion. Usually, when the 
administrator needs a great deal 
of technical skill he is not respon- 
sible for the coérdination of sev- 
eral dissimilar activities and the 
consequent use of human skill. 
Likewise, when he is usually re- 
sponsible for working closely with 
people and coordinating their work 
he is not required to mastermind 
the policies of the organization. 

As I read the article I couldn't 
help reflecting on how unusual is 
the usual hospital administrator. 
Fspecially the administrators of 
our smaller hospitals—who must 
possess all three skills in pretty 
substantial amounts since he is the 
only administrator on the compli- 
cated premises of the usual hos- 
pital, 


Ray E. Brown, president 
American Hospital Association 
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Here's An Extra Pair of Hands . . . Free 
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the original interchangeable syringe.) 
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A HOSPITAL NEED not be large to 
conduct a successful tumor 
clinic, Lutheran Hospital in Cleve- 
land has conducted such a clinic 
for nine years. During that time 
948 patients have been presented 
to the clinic. 

The clinic gives staff members 
and professional visitors the privi- 
lege of examining and discussing 
all cases, Clinical sessions open to 
all members of the medical profes- 
sion are regularly scheduled. There 
is never a charge to the patient for 
this service. 

This article outlines the organi- 
zation of the clinic and the pro- 
cedures used in operating it. 


The tumor clinic program is di- 
rected by the tumor clinic com- 
mittee appointed annually by the 
chief of staff, The committee con- 
sists of certified representatives of 
specialty groups including such de- 
partments as pathology, roentgen- 
ology, surgery, internal medicine, 
urology, gynecology, otorhino- 
laryncology, opthalmology, ortho- 
pedic surgery, dermatology and 
neurosurgery. In addition, consult- 
ants are available in such branches 
of medicine as neuro-psychiatry, 
hematology, pediatric medieine, 
thoracic surgery, plastic surgery 
and dental surgery. 


The chairman in this hospital is, 


a general surgeon. The roentgen- 
ologist and pathologist are on a 


full-time basis and therapeutic x-_ 


‘ray apparatus and 100 mgm. of 


Hazel Maria Lewis, a registered record 
librarian, is tumor clinic secretar Tana at the 
188-bed Lutheran Hospital, Cleve 


organizing and managing 


a tumor clinic 


radium are available. There are 
facilities for the use of isotopes at 
Cleveland City Hospital and at 
University Hospitals, Cleveland, 
Ohio. 


There are laboratory facilities 
for chemical, bacteriological and 
serological study and for rapid 
diagnosis by frozen section and for 
autopsy study. Laryngoscopic, 
bronchoscopic, esophagoscopic, 
cystoscopic, sigmoidoscopic and 
proctoscopic facilities are available 
for diagnostic examinations. 


STAFFING 
A secretary whose duties are 
limited to the tumor program is 


employed on a part-time basis. She ~ 


schedules patients for the tumor 
clinic conferences, takes attendance 
at the meetings, makes pertinent 
notes on the cases being discussed, 
writes minutes of the meetings, 
enters the cases in the registry and 
in the master file, abstracts the 
charts of hospitalized cases of ma- 
lignant tumor onto forms approved 
by the American College of Sur- 
geons, and conducts the follow-up 
program, Ideally, the secretary 
should be trained in medical rec- 
ords and have a thorough knowl- 
edge of medical terminology. The 
services of the hospital social serv- 
ice worker are also utilized in serv- 
ing patients. 

Junior and senior students of the 
hospital’s nursing school attend 
patients at the clinic under the su- 
pervision of the assistant director 
of nursing service. As part of their 
training th re required to at- 


tend a minimum of six tumor 
clinics. 


The following equipment is kept 
on a special tray in the conference 
room for the use of the physicians 
in the examination of patients: fin- 
ger cots; 1 box, applicators; tongue 
blades; percussion hammer; flash- 
light with extra battery; lubricat- 
ing jelly; gloves in sizes 6%, 7, 
7¥e, 8; towels; kidney basin; ad- 
hesive, 42"; 4x4 gauze, 1 pack; 
band aides; facial tissues, 1 box. 


Physicians wishing to present 
private patients schedule such pa- 
tients with the tumor clinic secre- 
tary. The procedure is the same for 
hospitalized patients or outpatients. 
Patients without an attending phy- 
sician may present themselves to 
the outpatient department where 
they are assigned to resident physi- 
cians. These patients will be ex- 
amined by an intern or resident. 
If the patient so desires and if the 
case is suitable for a tumor clinic 
meeting, it is scheduled. The secre- 
tary obtains the patient's name, 
address, sex, age and attending 
physician's name. She ascertains if 
the patient is hospitalized or is an 
outpatient and makes a note of the 
general type of lesion or the tenta- 
tive diagnosis. When the schedule 
is complete the secretary checks 
the master file to determine wheth- 
er or not the patient has been 
shown previously at Clinic. If so, 
all records on that patient are 
taken to Clinic. 


The day before Clinic is to be - 
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Deep laceration left 
eyebrow. Penicillin 
administered, condition 
worsened, marked 
edema, pre-auricular 


Antibiotics plus 
Parenzyme administered. 
24 hours improvement. 
48 hours eye opened. 
Rapidly healing. 


“It is difficult to fail to be impressed 
with a drug which like penicillin, or 
cortisone, has an almost accurately pre- 
dictable and unfailing effect, which 
is capable of revising pathological 
changes of long standing.™ 


“It (intramuscular trypsin) is effective 
in extraocular trauma, uveal tract in- 
flammation, in anterior and in some 
posterior chamber hemorrhages of re- 
cent origin.””* 

“A salutary effect on the thrombophle- 
bitic process was elicited. The per pa- 
tient hospital stay averaged 19 plus days 
for those not receiving trypsin, against 
9 plus for those who did receive it.” 
Direct anti-edema, anti-inflammatory 
action has many applieations in the 
wards, emergency rooms and out- 
patient clinics. 


of PARENZYME, Intramuscular 
Trypsin: 


@ Safe method of administering parenteral 
trypsin; no major side effects; not antico- 
agulant 


@ can be used in conjunction with any other 
therapy prescribed 


@ early ambulation and return to full activity 


@ no metabolic derangements such as often 
occur with other anti-inflammatory agents 


@ known amount of active enzyme is used 
@ tends to enhance use of antibiotic therapy 
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adenopathy, pain. 


Female diabetic, Parenzyme administered 


’ 72 years old. Peripheral daily. Healing of wicer 


arteritis obliterans, complete. Pain and 
with cellulitis and edema eliminated 
grenous 

rning pain 


Time between photos 9 weeks. 


INDICATIONS: The cardinal indication for 
Parenzyme is acute inflammation regardless 
of etiology. 


TRAUMATIC WOUNDS: slow-healing 
wounds, bruises, contusions, black eyes. 


SKIN ULCERS: decubitus, varicose, diabetic. 


VASCULAR DISORDERS: phlebitis, throm- 
bophlebitis, phlebothrombosis. 


OPHTHALMIC; iritis, iridocyclitis, 
chorioretinitis. 


The film, CLINICAL ENZYMOLOGY, is 
available for showing at all hospital meetings 
upon request, 

DOSAGE: 2.5 me. (0.5 q. 6 h. 
until improvement results: thereafter. REC- 


OMMENDED METHOD be INJECTION. Very 
slowly intragluteally. 


SUPPLIED: 5 ml. multiple-dose vials (5 mg. 
trypsin/mi,) 


REPERENCES: 1. Wildman, P. J. Intramuscular 
Eee in the Treatment of Chronic Thrombophie- 
bitis, Angiology, Oct. 1955. 2. Campagna, PF. N. and 
Hopen, iM rypsin in. Ocular Delaware 
State Journal, 27, March 1955. 
B. Clinical 1955 with Ohio State Medi- 
cal Journal, 51, May | 
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LUTHERAN HOSPITAL 
TUMOR CLINIC CONFERENCE 


June 1, 1955 
12:00 Noon 


#55-123 Lesion of mouth 
WF.28 OP. Tumor of breast 


Fig. 

held the secretary types two cards, 
(Fig, I, above) omitting the pa- 
tient’s name, 

To encourage attendance at the 
clinic one card is posted on the 
bulletin board in the doctors’ room 
and the other at the switchboard. 

Cards similar to Fig. 1 but con- 
taining the name of the patient and 
the attending physician are typed 
for the tumor clinic chairman, the 
roentgenologist, pathologist, super- 
intendent of nurses, nurse in charge 
of the patient at the clinic and the 
secretary of the clinic, | 

The cards enable the pathologist 
to check his files for any previous 
pathological diagnosis on the pa- 
tient, To assist the roentgenologist, 
the clinic secretary checks the x- 
ray department master file and 
takes with her to Clinic any x-ray 
films which may have been taken 
on the patient, The nurse in charge 


of the patient at the clinic has tne 


responsibility of bringing the pa- 
tient to Clinic, attending him while 
there, and draping him for exami- 
nation when necessary. She also 
checks to see that the tray used in 
Clinic is clean and ready for use. 
At the meeting the secretary 
makes pertinent notes on the case 
discussed, including history, physi- 
cal findings, opinions as to diag- 
nosis and recommendations for 
treatment. The attending physician 
or house officer presents the history 
of the patient, the patient is shown 
and examined, After the patient 
has left the room, x-rays—if avail- 
able—are shown. The tumor clinic 
chairman attempts to obtain the 
opinions of those physicians who 
are known to have had experiepce, 
training and knowledge of the 
particular type of lesion being 
discussed. Recommendations for 
treatment are then submitted. 


The tumor clinic chairman, fol- 
lowing the meeting, dictates notes 
for a permanent record of the 
meeting. These notes are tran- 
scribed by the secretary and a copy 


made for the physician's office rec- 
ords and for the chart in the case 
of an inpatient, The original copy 
is placed in the minute book of 
meetings (see below) as a perma- 
nent record. Any additional follow- 
up notes or notes on subsequent 
visits to the clinic are placed with 
the first record under the old and 
first assigned tumor clinic number. 


TUMOR CLINIC RECORDS 

Minute book of meetings. This is 
kept on a yearly basis. In addition 
to the minutes of the meetings, the 
notes as dictated by the tumor 
clinic chairman on the patients 
seen in tumor clinic are kept in 
this loose-leaf notebook. 

Registry. This is a bound book re- 
cording data on patients seen in 
tumor clinic. The headings—writ- 
ten in—are as follows: 


Date | Attendance | Name | Case No. | New 
(Number) 


Old {In| Out | Age | Male | Female! Attending 
Physician 


Two files are maintained in the 
tumor clinic office. The master file 
is a name file which is divided into 
two sections. The first is the active 
(living) section, consisting of cases 
seen in tumor clinic and hospital- 
ized cases of malignant tumor. The 
second is the inactive (known- 
dead) section and again consists of 


cases seen in tumor clinic and hos- 


pitalized cases of malignant tumor. 
The anatomical file is also di- 
vided into two sections. The first 


is the active (living) section con- 
‘taining the abstracts made from 


the records of hospitalized patients 
on whom a diagnosis of malignant 
tumor has been made. The second 
is an inactive (known-dead) sec- 
tion and contains the abstracts 
made from the records of hospital- 
ized patients on whom a diagnosis 
of malignant tumor has been made. 

An orange card is completed on 
both inpatients and outpatients for 
the master file to indicate that the 
patient has been presented at Tu- 
mor Clinic. If a patient is admitted 
later, a white master card is com- 
pleted and stapled to the orange 
card. The orange card contains the 
date of the patient’s admittance, 
the patient’s name, address, room 
number, registry number, attend- 
ing physician and the patient’s 
general type of lesion or the tenta- 


tive diagnosis. 


A follow-up card is completed 
immediately for the patient. Fol- 
low-up is done on a yearly basis 
so that if a patient is seen in Feb- 
ruary, 1955 his follow-up card is 
placed in the February, 1956 file. 
Each month the physicians are 
mailed a form (Fig. Il, p. 56) in 
an attempt to obtain information 
regarding patients. However, when 
follow-up information is obtained 
from any source the card is moved 
up an entire year in the follow-up 
file. 

The follow-up card contains a 
minimum of information since it is 
primarily a work card. On notice 
of the death of a patient it is de- 
stroyed. 


Every chart of a hospitalized 
patient on whom a diagnosis of 
malignant tumor has been made is 
abstracted onto the proper Ameri- 
can College of Surgeons’ form by 
the tumor clinic secretary. 

The hospital record room keeps 
a separate “carcinoma” index card 
for the tumor glinic secretary. On 
this, the librarian posts the hospital 
numbers of those patients diag- 
nosed as having a malignant tumor. 
This is done at the time of cross-_ 
indexing. 

The tumor clinic secretary peri- 
odically obtains these charts from 
the record room files, checks the 
name with the tumor clinic master 
file and the following procedure is 
carried out. 


Accession. The case is given the 
next available accession registry 
number. The accession registry is 
a bound book with headings for 
accession number, date, hospital 
number and anatomical site. Since 
the patient’s hospital number in 
this institution indicates the year 
(55-123) the accession registry 
numbers are composed of digits of 
the calendar year following the 
registry number (123-55). This 
avoids confusion. The number first 
assigned to the patient remains 
with that patient for all purposes 
and records in the registry. 

The proper abstract is completed. 
This abstract is in detail and infor- 
mation is taken from the hospital 
record. As in the case of a hospi- . 
talized case of malignant tumor, 
the diagnosis is abstracted onto the 
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When you save ME 


NOW AT AN 


LOWER PRICE 


It takes only 40 seconds to prepare and ad- 
minister a routine enema with the Fleet 
Enema Disposable Unit. Using cumbersome, 
old-fashioned equipment, preparation plus 
instillation plus “clean-up” and sterilization 
consumes 28.3 minutes. 

Only ENEMA Disposable Unit offers 
these conveniences ... one hand administra- 
tion... sanitary, individually sealed rectal 
tube . . . built-in rubber diaphragm to control 
flow, prevent leakage. 

Each individual 41% fi. oz. unit contains, per 100 

cc., 16 gm. sodium biphosphate, and 6 gm. sodium 

phosphate, an enema solution of Phospho-Soda 

(Fleet)... gentle, prompt, thorough. 

*From a soon-to-be-published time-cost study. 
“Phospho-Sode”, “Fleet” and “Fleet Enema” ore 
registered trademorks of C. 8. Fleet Ce., Ine, 
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proper American College of Sur- 
geons’ form. A white 4 x 6 card is 
then completed for the master file. 
This card is in the nature of a 
summary card and contains the 
following information: 


SMITH, JOHN 55-2354 W.M.54 Dr, Swan 

245 Court Ave. Access. No. 423-55 

Ohio 

Admitted; February 14, 1955 

Final diagnosis: Bronchogenic carcinoma, right 
lung. 

Surgery: Pneumonectomy, right. 

Condition on discharge: Improved. 


FOLLOW-UPS 


Next, a yellow follow-up card 
is completed and placed in "the 
proper month file. The face of the 
medical record is then stamped 
“Registered With The Tumor 
Clinic” to indicate that it has been 
processed through the tumor reg- 
istry. The medical record is re- 
turned to the record room, The 
abstract is placed in the proper 


In such cases the white card is 
taken from the master file and the 
abstract from the anatomical file. 
The new diagnosis and treatment, 
hospital number, date of admission 
and condition on discharge are en- 
tered on the card and on the 
abstract. 

This type of case is not accessed 
unless a diagnosis of a new primary 
malignant tumor is made. In this 
case a new date, new accession 
number, new diagnosis and old 
didgnosis are entered in a section 
of the registry labeled “Subsequent 
Malignant Tumor.” 


MECROLOGY FILE AVAILABLE 


We are fortunate in having avail- — 


able a necrology file at the Cleve- 
land Public Library. This alpha- 
betical file of death notices from 
Cleveland newspapers is complete 
from 1850 to the present. Names 
furnished daily by the Cleveland 
City Bureau of Vital Statistics keep 
the file up to date. By checking the 


public library’s necrology file we 
were able to transfer 445 cases to 
the inactive or known-dead file. 
As a further check, the daily news- 
paper obituary column is scanned 
for possible names contained in our 
tumor clinic registry. 


A written description of the pro- 
cedures we use in our clinic makes 
these procedures seem much more 
complicated than they are. Actu- 
ally, in operation, we have found 
these procedures work smoothly 
with a minimum of confusion. 

Hospitals interested in establish- 
ing a tumor clinic will find helpfus 
the “Manual for Cancer Programs” 
published by the American College 
of Surgeons. This authoritative 
guide presents in detail the mini- 
mum requirements for an approved 
tumor clinic program. We have 
found that the important ingredi- 
ents of such a program are an ac- 
tive, enthusiastic medical staff and 


anatorsical file. active file of tumor cases with the competent clerical assistants. s 
Fig. 
LUTHERAN HOSPITAL TUMOR CLINIC 
2609 Franklin Boulevard 
13, Ohio 
Deor Doctor, Dote 

q We would appreciate the follow-up data on the following private patients. in case there has been a change in the 

status since the last follow-up, will you please explain under remarks——or as fully as necessary on the back of this sheet. 

in case the patient has died, will you kindly fill in as completely as possible the cause of death, date, and extent of carci- 

nomatosis involvement at the time of death. 
NAME OF PATIENT DIAGNOSIS DEATHS 
THERAPY the fomily 
given (referring) 
| | 
| 
Sincerely yours, 
Tumor Registry Secretary 
USE SACK OF SHEET FOR REMARKS 


Form designed by Dr, A. Rappaport, Youngstown (Ohio) Hospital Associetion 
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Streamlined antibiotic Rx for hospital services 


tastiest fastest 
tempting; unusual ready to use 
fruit and fruit-mint readily accepted 
flavors with no un- rapidly absorbed 
pleasant aftertaste rapidly effective 
NEW broad-spectrum 
TETRABON 
Brand of tetracycline HOMOGENIZED MIXTURE 


Tempting, unusual fruit flavor. 
Each 5 ce. teaspoonful contains 125 mg. tetracycline. 
Bottles of 2 fi. oz. 


and the first and only vitamin-fortified, broad-spectrum 
antibiotic available in ready mixed liquid form 


TETRABON 


Brand of tetracycline hydrochloride with vitamins HOMOGENIZED MIXTURE 
Pleasing fruit-mint flavor. 


Each 5 ce. teaspoonful contains 125 mg. 
tetracycline plus a special vitamin formula 
recommended to meet the stress of infection. 


Bottles of 2 fi. oz. 


*Trademer *Trademars tor Plizer-origineted, vitamin fortified antibiot «+ 


PFIZER LABORATORIES, Division, Chas, Pfizer & Co., Inc., Brooklyn 6, N. Y. 


JANUARY |, 1956, VOL. 30 57 


| 
Pfizer. 


T CANNOT be denied that meat 
is the most costly part of the 
menu. It represents approximately 
one-third of our food dollar and 
nearly one-seventh of the total 
pounds of food purchased. Look- 
ing to her responsibilities as a 
food service manager, the dietitian 
must give alert attention to specific 
points, if the meat dollar is to 
provide all of its potential benefits. 
First, there should be a meat 
purchasing plan. The following 
factors and answers to questions 
should be determined: 

1, Allot portion of budget to be 
spent for meat (approximately 33 
per cent). 

2. Determine number of meat 
meals to be served. The propor- 
tion of high to low cost meat items 
should be established, (How many 
times may rib roast, fried chicken, 
etc., be served per month? What 
lower cost items may be included?) 

The number of whole cuts and 
extender meat items should be 
determined. (Have we planned 
our items so that trimmings may 
be used promptly while fresh? 

A standard portion size should 
be established. (Do we know how 
many portions we can serve per 
pound of “as purchased” weight, 


Clarice D. Gullickson is dietetic specialist 
in administration, Department of Medicine 
and Surgery. Veterans Administration, 
Washington, D.C. This article is adapted 
from her address at the American Hospital 
Association's Dietary Department Admin- 
istration Institute in Boston, April 1955. 


Table |—Yield of 27-lb. Full Rib, 


how to zucrease meat yields 


and decrease costs 


by CLARICE D. GULLICKSON 


to avoid over or under buying?) 

3. Decide on the meat grade best 
suited to the menu item to be 
served. (Should we buy choice 
grade chuck for stew when we 
can get approximately 3 per cent 
more meat from good grade chuck, 
two to three cents less per lb.’ 

4. Buy according to specific 
quantity purchase specifications. 
(What is the best weight toler- 
ance for economy? How much fat 
covering is left on the meat?) 

5. Check delivered product 
against quantity and quality speci- 
fications listed on purchase order. 
(Did we get what we ordered?) 

Secondly, accurate meat esti- 
mates should be determined. The 
following steps must be taken to 
arrive at accurate meat estimates: 

1, Plan a basic meat pattern for 
one month with selected propor- 
tion of high and low cost items, 
whole cuts and extender items. 

2. Accurately determine the 
number of individuals to be served 
(patients, personnel, and guests). 

3. Provide for “seconds”: deter- 
mine proper size for each serving. 

4. Keep current on variation in 


meal count. The following factors 
may affect the meal count: 

Time patients are discharged. 
Do they usually leave before the 
noon meal? 

© Employee paydays. How many 
miss meals? 

© Weather. Does it affect num- 
ber of employees and guests 
served? 

© Attendance at noon or evening 
meal. Do you know how many are 
expected so that the meat estimate 
conforms with the actual need” 

5. Consider complexity of meat 
to be purchased, the uses, servings 
per pound and total portions avail- 
able from the wholesale cuts. The 
yield of a 27-lb. full rib, when 
processed, is shown in Table I. 

6. Consult standard portion guide 
and standardized recipes. A stand- 
ard portion guide, such as the AHA 
Master Menu Food Purchasing 
Guide, shows the unit of purchase, 
weight in pounds per unit as pur- 
chased, size of serving portion and | 
servings per purchased unit for 
each cut of the various kinds of 
meat, For example, if you had a 
requirement for 240 servings of 


Table ll—Yields of Wholesale Cuts and the Relationship 


Choice Grade of As Purchased and Edible Portion Costs 
(Lbs.) 

7 Full rib Choice 30 19 59 93 2 

. Round Choice 80 56 AY 30 75 

Choice | 80 61 "9 122 

ribs Chuck Good 100 78 x) | 436 109 

Rendered fat 2. Coat is calevleted on four ounce serving portion. 
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system with this new unique Mealnitebile. It delivers, with 
“kitchen-control,” 20 meals of hot and told 
foods . .. and dispenses both hot and cqld 
| liquids. The new Ideal Mealmobile is | 
SEAMLESS TOP GUARD truly a new plus in food serving, * 


Eliminetes dirt catching crevices. 
Open corners permit easy cleaning. efficiency! 
Extended edge of gvord prevents BEVERAGE 
orticles carried on top deck from 
sliding off in tronsit. DISPENSER 


Exciusive ideal bywilt-in 
beverage dispensers fea. 
ture individvel therme- 
static contre!. Therovghly 
inswleted from each other 
ond from the remeoinder 
of the cort, they cons 
carry beth het and cold 
Havids. Each well hes 
5% avert capacity. 


Exclusive ideal overlapping doers provide posi- 
tive seol regerdiens of tempereture extremes. 
Easy te open and close. Gloss fiber insuletion 
reduces temperature change inside comportments. 


TRAY GUIDES 
entire interior easily 
¢ Exctusive ‘“‘ne-tip’’ guides eccousible for cleen- 
aliew trey te be pulled ovt ing. Guides con be 
oll the wey end kept level scrubbed with pots end 
for drawer-te-trey serving pens of fun through 
without lifting trey te tee dishwasher. Easy te 
deck. Alterds speedier and te 

and less chonce fer error. cleon. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
HOSPITAL EQUIPMENT COMPANY 


MURFREESBORO, TENN. 
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roast lamb, the guide shows that 
the unit of purchase is leg, bone 
in, and weighs 7 lbs. There are 
22 servings per purchase unit. 
Thus, dividing 240 servings by 22 
servings per purchase unit, a mar- 
ket order of 1] legs of lamb, bone 
in, 7 lbs. each, would be indicated. 

A standardized recipe will indi- 
cate the total yield, standard serv- 
ing portion, total number of por- 
tions, unit price and unit cost per 
ingredient of the recipe as well as 
the cost per serving of the item. 

7. Study meat yields and rela- 
tionship of “as purchased” and 
“edible portion” costs, (Table II). 

8. Allow for shrinkage in storage 
and in cooking. 

Lastly, are we_getting the maxi- 
mum benefits from the money we 
spend for meat? One way to de- 
termine if the maximum benefits 
are being realized is by studying 
the AP (as purchased) and EP 
(edible portion) meat yields of 
each wholesale cut of meat. Such 


studies give the dietitian an exact. 


figure on the amount of whole meat 
and trimmings available from each 
wholesale or commercial cut of 
meat. She will know, for example, 
that 100 Ibs. of choice grade, beef 
carcass, after processing, will yield 
62 Ibs. of meat, of which approxi- 
mately 40 per cent is in the form 
of trimmings which will have to 
be used for grinding and cubing. 

Careful scrutiny of processing 
costs may also show that maximum 
benefits are not being achieved 
from dollars spent. After costs 
have been established for cutting 
meat, trimming and rendering fat, 
cutting bones and preparing soup 
stock, they may show that the pur- 
chase of prefabricated cuts of meat, 


shortening and commercial soup 


stock is more economical. 

Table HI, right, shows that the 
total processed cost for prefabri- 
cated items, which were compar- 
able substitutes for the products 
rendered by the side of beef, is 
$1.28 less than raw cost of the side 
of beef. The processed cost of 
$146.97 includes labor costs. 

Although the processed costs for 
the prefabricated substitutes for 
the full rib, square cut chuck and 
round yields are two or three dol- 
lars more than the raw costs of the 
carcass cuts, the processed costs 
($146.97, $16.12, $35.35 and $42.82) 
are more economical for these 


60 


Table Ill—Yields from Beef Carcass and Wholesale Cuts 
with Comparative Costs, Substituting Prefabri- 


cated Items 
. Tote! | prooucts AVANABLE PREFABRICATED ITEMS 
sight} Rew Total 
(Lbs.) | Cost’ Weight Wem Weight| tem |Unit Cost! Cost 
Side of | 340 ($148.25 | 38 | Whole meot || 38 | Ribeve | $1.26 |$146.97 
beef for dry heat 
cookery 
89 | Whole mest || 89 66 
for moist heat clod 
cookery 
90 | Trimmings 90 | Ground a 
beef 
55 | Bones 55 | Bones 07 
57 Fot 43 Shorten 20 
Full rib 27 | 15.93 | 38% | Rib eye | Rib eye 1.26 | 16.12 
8 | Short rib 8 | Short rib 3 
6 | Trimmings 6 | Ground 3) 
beef 
4 | Bones 4 | Bones 07 
1 | Fat 3/,| Short 20 
Square 87 | 32.19 | 32 | Whole meot || 32 | Shoulder 66 | 35.35 
cut chuck clod 
8 | Short rib 8 | Short rib x) 
31 Trimmings 31 | Ground 3 
beef 
10 | Bones 10 | Bones 47 
5 | Fat 4 | Short 20 
Round, 84 | 41.25 | 44 | Whole mect || 44 | Top 82 | 42.82 
rump and round 
shank on 
13 | Trimmings 13° | Ground 3) 
13 | Bones 13 | Bones 07 
12 | Fat 9 Shortening 20 


1. Prices used were from the Chicago morket, February 1955. 


totals include the labor costs. 

Maximum benefits may not be 
reached if the product purchased is 
not acceptable. For example, veal 
cutlets from the shoulder at $0.35 
per pound may not be as tender 
and juicy as leg, veal cutlets cost- 
ing $0.61 per pound. 

Similarly, can a cooked cubed 
steak cut from a chuck tender or 
shoulder clod be identified from 
that cut from the round? Does a 
pork chop weighing three ounces 
look very different from one 
weighing four ounces? Can you 
tell whether turkey-a-la-king is 
made from heavy weight, low cost 
turkey or costly fowl? 

A fifth factor in achieving maxi- 
mum benefits from meat purchased 


is the temperature control exer- 
cised in jts cooking. How many 
more portions can be cut when low 
temperatures are used? Are we 
increasing shrinkage by boning 
meat before cooking or do de- 
creased man-hours in carving 
overcome or justify this differen- 
tial? Are thermometers used to 
check oven thermostats and to ac- 
curately determine doneness? 

If all of the above points are 
considered in selection and utiliza- 
tion of meat, we should be assured 
of more meat on the table at a 
lower cost. This, in turn, will please 
and benefit the patient. It will in- 
crease the administrator’s confi- 
dence in the dietitian as a true 
executive. . 
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Flex- Straws 


Pay for themselves m 
Sterilization savings alone 


| ° Fully Bendable COST AND UPKEEP—BREAKABLE TYPE TUBE 
ea’ Initial Cost Vatiable 
( ¢ ea." 
® Safe cleaning 
© Temperature Resistant Collecting-Reissuing ! 
prevents disintegration Cleaning Materials 
of breckage Replacement Variable 
*Per survey based on minimum 
75¢ per br. labor com 
Patients feel secure Cost of 1000 cleanings $5.00 
ee lus original, replacement cost, etc.) 
wth their individ ual, p 
Cost of 1000 Flex-Straws (one $450 


sanitary, non-breakable 


Flex-Straw 


FPLEX-STRAWS COMPLETELY ELIMINATE 
DRINKING TUBE UPKEEP 
ORIGINAL COST THE ONLY COST 


SEND FOR SAMPLES 


FLEX-STRAW COMPANY pert 9 
2040 Broadway 
. Senta Monica, Californie 


Please send samples and information 


Name Title 

Hospital 

Address 
INGRAM & BELL LTD. —_ 
Headquarters: Toronto ; 
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: Master Menus for February 1-15 


ITH THE publication of HOSPITALS JOURNAL OF 

THE AMERICAN HOSPITAL ASSOCIATION twice each 
month, the Master Menu service will be published 
in two parts. The division in publication will not alter 
the amount of time the dietitian has for adapting 
the menu to her needs. With these menus and those 
in the December 1955 issue, the dietitian will have 
a nutritionally-adequate menu for the normal and 
seven modified diets for the next 45 days. 


It is expected that the dietitian may wish to sub- 
stitute’ certain menu items because of local food 
habits or the unavailability of certain foods within 
the community. If menu adjustments are made 
promptly, there will be time for careful estimates 
of the type and quantity of foods required, and for 
careful selection in purchasing.” 


After the menu adjustments have been made, the 
menus are typed on the transfer slips. Special instruc- 
tion to the kitchen or additional information on food 
preparation can be included on the transfer slips. The 


1. If substitutions are made, the Exchange Lists are recom- 
mended as a guide. The lista are available from the American 
Dietetic Association, 620 N. Michigan Ave., Chicago. 

2. For information on purchasing, see the American Hospital 
Association's Master Menu F Purchasing Guide and the 
Manual of Specifications for Canned Fruits and Vegetables. 
The guide is available from the Association at $1.75 per copy, 
while the manual is priced at $2.50. 


1 6. Teast 
2. 
5. Retied wheet or corn flokes Crisp 
4. Poe eee 3 with 
ee 10. Roast leg of veal 
Beef noodle soup eamed potatoes 

Seltines 13. Diced celery end pimiento 
9 14. Green beons 

15. Orange slices on endive soled 
10. Broi ch tittets Reve 

0. Holl provefrult 

14. Sliced new beets pr ; 
13. ne salod citrus juice 

renc 
whipped Cream of mushroom soup (145) 

cream Seltines 
18. Sliced pear with 24 with crisp 

whi cream beeen 


19 Sronae gelatin cubes 
and bonana 


cup . Cold roast lamb 
opetruit juice 


Rice with tomato puree 
ith lemon 


. Spinech w 
Croom of tomate soup (149) sticks 
Croutons Fresh 
Potete seled on . Canned peac 


. Cherry gelatin 
Fresh pineapple cup 


5. 
6. Cottage cheese 
Stutfed baked potato 
Corrot stleks Fel 
|. Ovrenge slices 
17 Royal Anne cherr 2. Apricot nectar and lemon juice 
3. Vanilla blanc mange 3. Catmeea! or crisp rice corec! 
54. Unsweetened pear ond 4. Peeched egg 
35, Whee uttins 
Pru 6. 
36. Breed 
tom chowder (338) 
ster crockers 
2 9 wn flounder 
¢ omato juice 10. Broiled flounder fillets 
Wheet end berley kernels 11, meshed potatoes 
or terine 12. Riced pototoes 
5. Link sausages 14, | 


t Arabic meres indicate on which recipe may be 


d Recipes, by Margaret E. Terrell, 


standardized serving portions are listed in the upper 
corners of the wall cards for use in tray preparation 
and service. 


With the menus recorded on the transfer slips, the 
dietitian can estimate the amount of needed : food 
for each day. Immediately prior to each day's use, 
however, the estimated quantities of food and number 
of servings must be adjusted to the census figure. 


Master Menu kits containing the wal! cards, sample 
transfer slips and the Master Menu Diet Manual are 
available to users of the menus. The kits are $2 and 
may be secured by writing the Editorial Department, 
HOSPITALS JOURNAL OF THE AMERICAN HOSPITAL ASSO- 
CIATION, 18 E. Division St., Chicago 10, Ill. The man- 
ual may be purchased for $1.50. 


Summary of Dinner Meats 


Dinner Meat Deotes on menu Total 
Beef February 1-4-9-13 4 
Veal February 2-8-14 3 
Lamb February 7-11 2 
Pork February 6-12. 
Poultry February 5-15 | oa 
Fish February 3-10 2 
15 
+ Yeesed ented Scrambled eggs and 
Vineger dressing noodles——osparagus 
17. Heme mede pecen rolls 26. Baked veal chop—stewed 
18. Sliced banana in orange juice tomatoes 
19. Strawberry gelotin cubes 27. Noodles ‘omit on Soft Diet) 
20. Strawberry and bonane cup 28. 
2). Limeode 34 cated 
igrette dressing 
22. Cream of spinech soup (149) 3}. Grange booed 
23. Metbe toast pudding with orange souce 
24. Selmon timbales with 32. Applesauce 
mushroom cream sauce 33. Baked custord 
(7183) 34. Fresh apple 
25. Creamed saimon 35. Mixed fruit juice 
26. Poached saimon 36. Breed 
29. Grepetruit t ond red apple February 5 
30. Fruit seled dressing |. Sliced benene 
3\. Cup cokes with 2. Grapefruit juice 
frosting (1264) 3. ferine or shr wheot 
32. Prune whip 4. Serembied egg (omit on 
33. Vanillo rennet-custord Normal Diet) 
34. Uneweet canned pl 5. Link sausages 
35. Pineapple juice 6. Griddle 
36. Breed 
February tines 
4 9. Reest duck or chicken 
|. Blended citrus with 
2. Blended citrus juice 10. Roast chicken 
3. Pufted rice or rolled wheet 1). Meshed pot 
4. Soft cooked egg 12. Riced potatoes 
5. Bacon 13. Steed corrots 
6. Teast 14. Sliced corrots 
15. Melided ginger ole fruit seled 
soup 16. Cream mey 
8. Crisp creckers 17. Coffee ice cream 
9. Meet leet 18. Coffee ice cream 
10. Meat loof 19. Lime ice 
ll. Mew toes in cream 20. Grapefruit and strawberry cup 
12. New pototoes . 2!|. Orange juice 
13. Whete kernel corn 
14. Spinach with lemon fs 22. Otd-t nevy been 
15. Cebbege end reisin soled soup (137) 
16. Seur creem dressing 3. Crinp crockers 
17. Beked epricet « with 
ipped cream (1352) 25. Omelet——jelly 
18. Apricot whip-—-sugor cookies 26. Omelet 
19. rry sponge 27. Baked potato 
20. Fresh fruit cup 28. Green 
2}. Gropetruit juice 29. Steed tomete sealed 
30. Russion dressing (1243) 
22 Croom of corn soup (141) Cenned 
23. Teast sticks 2. Canned peors | 
24. Brotied peach 33. Spanish cream with jelly 
beked noodles 34. Unsweetened conned peors 
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“Norris Dispensers 

provide a most 

sanitary and thrifty 
method of serving malk’”’ 


MORE SANITARY — Eliminates messy 
“empties!” It’s hard to store, handle and 
dispose of half-pints. Norris Dispensers 
serve colder milk which keeps down the 
bacteria count. 

BETTER FLAVOR — Children love the colder 
milk. Norris Milk Dispensers hold milk at 
a refreshingly cold 35°. Chilled milk tastes 
better. Norris Dispensers aerate the colder 
milk as they serve. The Shriners Hospital 
for Crippled Children has had a 40% 


increase in milk consumption. 


SAVE MONEY —- Buying milk in bulk in- 
stead of half-pints pays for Norris Dis- 
pensers. They pay for themselves, then give 
years of added savings. Norris Dispensers 
have been in service more than 10 years. .. 
are still paying users big dividends. 


At the Shriners Hospital for Crippled 
Children milk is one of the most important 
dietary items. Nurse Vilma Kureja's task 
is easier because the children like to drink 
the colder, aerated dispenser milk. 


Norri 


Write for information on milk service in hospitals 
Norris Dispensers, inc., Dept. HO3, 2720 Lyndale Ave. So., 
Minneapolis 8, Minnesota 
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- 
says 
A.abel A. Ramspeck, R.N 
Virector of Chicago s 
Shriners Hospital for 
Crippled Children 
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mayonneise 
brownies 


Arabic numerals indicate page on which vouipe. y be 


found in “Large Quantity Reci 


Philadelphia, J. B. 
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ppincott. 


by Margaret 


9. VYenkee pot roast (1! 23) 
0. Pot roast of beef 

|. Meshed potetoes 

2. Riced potatoes 

3. Cauliflower 

orr 


end seled(t22)) 


wwww 


www 


Pineapple juice 16. Whipped lime gelotin Mined trult 16. Creem meyonneise 
36. Toasted French bread 19. Whipped lime gelatin 32. Canned fruit cocktoil Pistachio ice creom 
20. canned fruit 33. soft custard we 
cocktai Fresh fruit cup ineapple whi 
February 6 21. Grapefruit juice 35. Pineapple juice 20. Unsweetened Royal Anne 
|, Qrenge heives 36. Bren muttine (268) cherries 
2. Orange juice 22. Seotch beriey soup 21. Chicken broth or tomoto juice 
3. Com of brown 23. Criep crockers 
grenuler Pear, pmeapple, ond February 11 22. Vegetable soup 
4. Poached tig seled—cream cheese |. Tomete juice 23. Seltines 
5. Bacon breed sendw 2. Tomato juice 24. Creamed mushrooms in 
6. Reisin toest 25. Broiled chopped steak-— | iny or bron flokes 25. squash 
ospor ooched iver 
crockers oi slices ed sweet potato 
3 27. Stuffed baked ptatoes 6. Toost 28. 
0. Broiled veo! tie Ore ond gropetruit scaled 
, Brown rice reom Queve 
14. Green peas 32. Chocolate pudding 11. Plotty rice 32. Boked prune whip 
15. Weldert geled (1215) 33. Chocolote puddi 12. Fluffy rice 33. Baked custard 
is — — 34. Orange and str ry cup 13. Broccold with lemon butter 34. Unsweetened canned 
|], Pumpkin chiffon pie (1325) 35. Apricot nector 14. Frozen mashed squash boysenberries : 
8. Carame! cup custord 36. 15. Stuffed prune soled 35. pineapple juice 
trawberry gelatin meyonne 
20, Unsweetened canned peaches February 9 — sponge 
Z|. Grapefruit juice |. Sileed 18. Cherry sponge February 14 
Poteto soup wheet crisp rice §=20. Orange sections 4 juice 
, Romines 4. Soft cooked egg 21. Apricot nectar 3. Crisp rice cereal or brown 
24, Meet bolts with brown 5. Link sousages granular wheet cereal 
25 souce 6. Sweet rolls Grape juice with lemon sherbet poached (omit on 
26. Broiled steak omete juice cheese Normal Diet) 
28. Patty pes squash 9. Breised pot roest with stutted olives rca 
29. Heed lettuce seled vegetable 25. Macaroni ond cheese (1! 06) 7. Cream of celery soup 
10 Blue cheese dressing 10. Pot roast of beef, 26. Baked veal 8. Crisp crockers 
Pineapple apricot and Mashed potetoes 27. Noodles cutlet 
po 9. Beked breaded veo! 
m compote 12. Riced potatoes 28. Sliced carrots 10. Broiled veal steak 
32. Canned peaches 13. Breeded egepient 29. Escerole ond cress 1]. Persley potetoes 
33. Carame! cup custord , 14. Quortered carrots O. Russion dressing 12. Parsley potatoes 
34. Unsweetened canned fruit 15, guerre end julienne beet seled |. Merble coke with 13. Merverd sliced beets 
cocktail 16. Fresh horseradish dressing chocolate frosting 14. Sliced beets 
35. Grape (2240) 32. Canned pears 15. Peer and grated cheese soled 
36. Het 17. Het fudee sundee 33. Chocolate blanc mange 16. 
18. Canned peach with lemon ice 34. Unsweetened canned pears 17. Cream puffs vanille 
Februery 7 19. Lemon ice 35. Grape juice or consomme eroom 
20. Unsweetened canned peaches 36. Breed 18. Vanilla ice cream 
crowed Chicken broth or tomato juice 19. Lemon ice 
pricot nectar ee ebruary 20. VU eetened peor 
j Oetmesai or wheat fiekes 22 of mushroom soup 12 chan compote 
4. Serem ($44) |. Tangerine 21. Orange juice 
5 Grilled Canadian bocon 2 foost 2. Blended citrus juice ie nai 
6. Teast 24 nedian 3. Hominy or wheet ond 22. Split pee soup (146) 
beked poteto with thin berley kernels 23. Croutons 
7. Frosted orenge juice cheese souce 4. Poeched 24. Serembied eggs—tink 
25. Bacon-—boked potato with 5. Bacon seusege 
_ Lemb end vegetable stew cheese souce 6 English muftins—orange 25. Scrambled eggs—bacon J 
(£140) 26. Broiled lamb chop marmalade 26. Cold roast beef 
10. Roast lamb 27. New pototoes (omit on args’ oe 27. Baked potato 
||. Petetoes (in stew) Soft Diet) 7. Consomme 28. Fresh spinech 
12. Riced pototoes 28. Fresh spinech 5. Crisp crockers 29. Melded Valentine soled 
13. Broccoli 29. Sliced orenge soled 9. Boked Virginie hem (1! 46) 30. Whipped cream dressing 
14. Julienne beets 30. Clear French dressing 10, Broiled steok 3|. Pineapple, plum ond 
15. Mined green sealed 3). Coffee geletin with yoms eoricot compote 
16. French dressing whipped cream 12. Baked potato 32. Pear and peeted apricot 
17. Grahem crocker pineapple 32. Coffee gelatin 13, Brussels sprouts compote 
pudding (¢37)) 33. Coffee gelatin 14. Wax beans 33. Butterscotch pudding 
18. Creamy rice pudding 34. Unsweetened canned 15. Mixed fruit seled 34. Fresh fruit cup 
. Fresh pi c . Mi ruit juices 6. Bren muffins (167) 
Bouillon 36. Het biscuits with honey (164) strawberry 
22. Beet 00d soup anilla ice cream ebruary 
23. Whele es woters February 10 20. Unsweetened conned fruit |. Orange juice 
24. Chicken @ le king on ruit cocktoil 2. Orange juice 
Holiend rusks (1/56) ange juice 21. Grapefruit juice 3. Oetmeel or corn flokes 
5. Creamed chicken . Corn Hekes or brown 4. Sett cooked eae 
6. Hot sliced chicken gronuler 22. Chicken noodle 5. Link 
27. Baked potatoes 4 Serambied 23. Toasted crockers 6. Honey reisin buns 
30. SS 25. Welsh rarebit on Melba toast 
3}. Burnt suger lever coke (+270) 7. Clam chowder (138) 26. Cold roast beef 9. Creamed turkey in noodle ; 
. Vanilla ice cream . Pen-tr red snapper resh esperagus riced potetoes 
canned cherries rter 29. Carrot sticks and celery 10. Hot sliced turkey 
omato juice . Broiled red snopper fillets -----—— 
Breed ||, Seetleped potetoes |, Revel Anne cherries— 12. Riced potatoes 
Lattice sliced potatoes 32, Roval 13. Broccoli 
february & é 33. Red and yellow gelatin cubes ate soled 
|. Blended « 15. Spring soled bow! 34, Unsweetened Royal Anne 
2. Blended citrus juice 16. Severy French dressing (1243) cherries 17. Checelete blenc menge 
1. Puffed wheet or 17. Apricet wh 35. Tomato juice 18. Chocolote blanc mange 
muffins trowberry tin . tomato juice 
20. Fresh ety reies Febrvery 13 
7. Consomme 2!. Blended citrus juice |. Stewed prunes 22. Peteto ond chive soup 
8. Whele wheet creckers rn 2. Prune juice with lemon wedoe 23. Teested creckers 
9. Stuffed breest of veo! 22. Creem ef spinech soup 3. Ferine of wheet end 24. Beked corn pudd 
10. Roast veo! $3 crisp becon (120) } 
||. Oven-brewned 4. Beked codfish with 4. terem eae or solmon | 
12. Paprika potatoes 5. Bocon . Broiled lamb pattie—<arrots 
13 beens 25. Eoos coidenr 6. Teest Broiled lamb pottie——corrots 
rom bears tage cheese on lettuce = . Potato balls 
ided cranberry, epple ak potota . Temete iwice 
end aimond sailed 28 new 8 Mixed selod 
curts Cleer French 


Canned fruit cuo 
Blackberry 

Half grapefruit 
Apricot nectar 
Breod 
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Role of the rural hospital 


THe RuraAt Hosprra., Its STRUCTURE 
AND ORGANIZATION. R. F. Bridg- 
man, M.D., Geneva, World Health 
Organization, 1955. 162 pp. $4. 
Order from Columbia University 


Press, International Documents 
Service, 2960 Broadway New 
York 27. 


The author, deputy director of 
health and chief inspector of health, 
Department of the Seine, France, 
has made an excellent contribution 
to literature on the rural hospital 
from the standpoint of that hospi- 
tal’s relationship to general health 
on an international basis. The vol- 
‘ume may be called an international 
encyclopedia on rural hospitals. As 
the author states in his introduc- 
tion: “In the first chapter of this 
study a description is given of the 
salient features of rural life, from 
the point of view of organized 
health services. The succeeding 
. chapters study the rural hospital 
from the theoretical angles (italics 
mine), its administrative structure 
and limitations, its internal organ- 
ization, its architecture, requisite 
equipment and, lastly, the neces- 
sary staff. The last chapter at- 
tempts to outline a number of 
schemes (italics mine) related to 
particular social and economic 
conditions.’ The volume does this. 

The words “theoretical” and 
“schemes” describe the text; it is 
totally impossible and impractical 
to discuss hospital needs of rural 
India, rural America, rural France 
and rural Russia in the same vol- 
ume as these needs vary almost as 
much as the personal eating habits 
and religious beliefs of the people. 
The author maintains the basic 
concept of a rural hospital in any 
part of the world, however, as a 
means (1) of providing adequate 
medical service, (2) 
possible a workshop for the phy- 
sician and paramedical personnel, 
(3) of providing a training ground 
for additional personnel and (4) 
of serving as the center of all 
health activities in the community. 
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of making 


There may be variations in 
methods of training physicians, 
nurses and other personnel. There 
are differences in building design 
because of climatic variations and 
differences in the pathology of dis- 
eases. There are other factors such 
as the presence or absence of in- 
surance for hospital and medical 
care (either voluntary or com- 
pulsory), political differences with 
central governmental control as 
against local governmental con- 
trol, and variations in standards of 
living and in the practice of medi- 
cine. Without the physician, nurses, 
paramedical personnel, equipment 
and drugs, however, the hospital- 
health center cannot exist. The 
fundamental problem is in provid- 
ing these facilities, and the degree 
of economic development of a 
country influences all these factors 
to a very large dezree.—-MARSHALL 
I. PICKENS, director, Hospital Sec- 
tion, The Duke Endowment. 


Nurses and people 


HUMAN RELATIONS IN Nursinc. Way- 
land J. Hayes and Rena Gazaway. 
Philadelphia, Saunders, 1955. 471 
pp. $4.50. 


In developing nursing educa- 
tional programs today, we recog- 
nize the significance of social 
science. To work successfully in 
the health field, a person must 
understand people and their place 
in society, as well as the effect of 
social pressures and change upon 
the individual. In health teaching, 
the nursing profession is charged 
with a very real responsibility to- 
ward the well members of sour 
society, as well as to the ill for 
whom nursing care must be 
planned. 

This book recognizes these im- 
portant responsibilities and thus 
would make an excellent text for 
the student in a basic program. At 
this time, the student must be made 
aware of the real meaning of 
human relations in nursing. As a 


desource book, this publication 


would be valuable to the graduate 
nurse, who must appreciate the 
nature, scope and implications of 
social processes in nursing situa- 
tions. 

In a prefatory note, the authors 
state their primary objective,.“The 
book is designed particularly, to 
help nurses gain maximum insight 
concerning the human relation- 
ships involved in their professional 
service,” 

Part one presents and develops 
basic sociological concepts and 
orients the student within this 
sphere. Part two, entitled “Sociol- 
ogy Applied to Nursing,” deals 
with nursing as a profession, de- 
manding of its practitioners the 
skill and ability to make objective 
observations and form valid judg- 
ments. 

In part two, many particularly 
significant, professional ideas and 
concepts are developed. The chang- 
ing organization and functions of — 
health services are covered quite 
extensively. Areas in which the 
rurse functions, such as maternal 
and newborn care and that for in- 
fants, school-agers, adolescents, 
adults, and the aging, are examined 
in terms of their social significance 
and their relationship to nursing. 
The last chapter, which emphasizes 
the influence of graduate nurses 
and of leaders in the profession 
upon development of the young 
student, is unusually perceptive 
and valid. The graduate’s adapta- 
bility to social change, her ability 
to understand, communicate and 
w6rk with people, are focused ex- 
tremely well, 

Human Relations in Nursing is 
an informative, sound and read- 
able book. It sets a high standard 
among the spate of professional 
titles currently being published re- 
garding the development and stat- 
ure of the nursing profession. 
Evitn D. Payne, director, School 
of Nursing and Nursing Service, 
St. Luke's Hospital, Chicago. 
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DEFINING THE BUYER-SELLER RELATIONSHIP —1 


The first part of this two-part article 
is a discussion of the basic contract 
essentials and the law of agency. Part 
Il, which will appear in this depart- 
ment in the January 16 issue, applies 
these basic contract essentials to 
practical situations common to most 
purchasing agents and discusses the 
negotiation and formation of contracts 
between buyers and sellers. 


Pp Is involved in every trans- 
action and negotiation con- 
ducted by the purchasing agent in 
his daily routine, The very creation 
of his authority to act for his insti- 
tution is based on the legal action 
that makes him the agent of his 
institution. This gives him certain 
powers and authority, and imposes 
upon him obligations to work in 
accordance with this authority. 
Each time the purchasing agent 
' fulfills his function by making a 
purchase for his institution, legal 
contracts are created carrying with 
them consequent obligations. Legal 
questions such as warranties may 
arise long after delivery of the 
purchased commodity has been 
made and payment tendered. 

The well-trained purchasing 
agent has long refused to be con- 
cerned with the numerous legal 
involvements in his every day rou- 
tine. He has found that sound pur- 
chasing policies eliminate most of 
the legal difficulties that might 
occur.in his department. The co- 
Operative effort of the buyer and 
seller to base their relationship 
upon a mutual desire of satisfac- 
tion has also done much to put 
most legal problems involved in 
purchasing into the category of 
mere routine. 

However, the purchasing agent 
still needs to be cognizant of legal 


James J. Ritterskamp, Jr. is purchasing 
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implications not only for those 
transactions that do not fall into 
the legal routine classification, but 
also to be certain that he performs 
his part of the transaction on a 
suitable basis. Stuart MHeinritz 
states in his book Purchasing “It 
is not enough that a purchase be 
economicaliy sound, it must be 
legally sound as well, both in the 
act or agreement itself and the 
way it is carried out.” A purchasing 
agent should attempt to avoid legal 
pitfalls, be prepared to recognize 
the situation that requires compe- 
tent legal assistance, and if he gets 
involved in a lawsuit, be able to 
go into court in the best possible 
position. 

The fields of law encountered by 
the purchasing agent are many and 
varied, This article is confined to 
a general outline of two phases: 
the creation of the authority of the 
purchasing agent and the negotia- 
tion and formation of the contract 
between the buyer and the seller. 
Facts of a particular case, applic- 
able state statutes, and varying 
judicial interpretations could con- 
ceivably alter the validity of the 
general statements made in this 
article. 

The authority given the purchas- 
ing agent by his institution arises 
through his employment as an 
agent. It is governed by the law of 
agency, for we have here the typi- 
cal principal (the institution) and 
agent (the purchasing agent) re- 
lationship. The buyer is placed in 
a position that enables him to act 
for and in the name of the insti- 
tution. 

What acts he can perform de- 
pend upon the authority he has— 
be it actual, implied or apparent. 
Actual authority is that which is 
definitely given him by his institu- 
tion. It is well to have this spelled 


out in writing to prevent any pos- 
sible misunderstanding or misin- 
terpretation by the purchasing 
agent, his institution and/or those 
with whom he deals. Implied au-. 
thority is that which the agent is 
presumed to have in order to carry 
on the duties imposed upon him by 
his institution in the expression of 
actual authority. Apparent author- 
ity is authority an agent is pre- 
sumed to have by a third party be- 
cause certain facts have led the 
third party to believe such author- 
ity does exist, when in reality it 
does not exist. 

A principal can be rather un- 
expectedly bound in a contract 
through this latter type of author- 
ity when it is presumed to be in 
the hands of an unauthorized per- 
son acting as an agent. The best 
protection against this contingency 
is for the institution to state clearly 
the authority of its authorized pur- 
chasing agent and to have all pur- 
chasing transactions conducted by 
and through that person and his 
office. 

Briefly, there are four obliga- 
tions a purchasing agent owes to 
his institution. 

® Loyalty. This implies the pur- 
chasing agent will represent only 
his institution in any transaction. 
It precludes his representation of 
a supplier, or himself, when buy- 
ing for the institution. 

®@ Obedience. The purchasing agent 
must carry on all negotiations and 
transactions in the form and rou- 
tine as prescribed. Obviously, one 
might state his tenure in office is 
dependent upon this duty. 

@ Avoidance of negligent action wher- 
ever possible. 

® Duty te account te institution for all 
proceeds arising through eny transaction. 
Premiums and gifts to the pur- 
chasing agent could conceivably 
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FOR ALL YOUR GARMENT NEEDS 


CAROLINA-MAID 


Carolina’s Complete Line of Hospital Apparel 


Caps and masks ° Binders and accessories 


Gowns for patients, surgeons, residents, nurses 


CAROLINA-MAID is made for service ... made to wear like iron for 
months on end. Only the finest-quality fabrics are used — fabries that are 
soft, for comfort, but rugged and strong for a long and rip-proof life. 


Hospital executives who are cost-conscious—as who isn’t, nowadays? ‘ 
—will appreciate these practical features of the Carolina-Maid line: 


® Made from specially selected fabrics 
@ Every stress point is bar tacked 


® All joining seams are 2-needle stitched 


® Tie tapes are securely bar tacked 


® Twill tape reinforcement is stitched to every yoke 
' before the yoke is stitched to the garment 


® Hems are double turned and lock stitched 


® All garments are generously cut to . 
full size from well-designed functional 
patterns to provide roomy, comfort- 
able fit and neat, trim appearance 


Send for our Catalog and Price 
list of Hospital Garments and 
Accessories. Also Catalog 10I, 
our Infants’ and Children’s Line. 


Division OF 


BARNHAROT MFG INC. 


CHARLOTTE 1,NORTH CAROLINA 


QUALITY PROOUCTS OF COTTON SINCE 1900 
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Cotton Comp al 
ROLAR 


curtain material 
DRAPERY MATERIAL 


440 


ack 
me 


Whatever your needs—from a wash cloth to a bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—-from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and your budget! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. 

Send for a complete Carolina catalog if you do not have one readily 
available-—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of , ; 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker's own name. 


Carolina Cotton Co. 


(Division of Barnhardt Mig. Co.) 
CHARLOTTE 1, NORTH CAROLINA 


quolity products of cotton since 1900 


for All a 
or All Hospital Textiles .. . 
\ 
BASSINET LINERS 
pods 4 .° 
BLANKETS 
Bath ‘ 
Crile 
Ether 
CURTAINS 
LAUNDRY FELT 
MATTRESS COVERS 
PIECE GOODS 
PLLOWS 
PLLOW CASES 
PLLOW COVERS —_ 
SHOWER CURTAINS 
SHEETS 
seo 
cae 
ble ached 
unbleached 
percale 
contour 
SHEETING 
bleached 
unbleached 
jade green 
TAPE 
TABLE UNENS 
table cloths 
napkins 
tray covers 
TICKING 
TOWERS 
terry 
obsorbent 
kitchen 
name woven 
UTILITY FABRICS pital suppli¢ 
drill 
will 
duck 


raise serious ethical problems. 

Because the purchasing agent 
acts for his institution, questions, 
such as the following, may arise 
concerning the possibility of lia- 
bilities occurring to him for his 
actions: 

1. Is the purchasing agent liable 
for payment of invoices covering 
purchases of material made for his 
institution? This question arises 
because the purchasing agent’s 
name appears on the purchase or- 
der. No personal liability will arise 
if it is clearly indicated he is acting 
as an agent. The signature should 
indicate the name of the hospital, 
then the agent’s name, and finally 
his title. 

This answer, however, is predi- 
cated upon the assumption the pur- 
chasing agent is acting within the 
scope of the authority granted him. 

2. Suppose the purchasing agent 
makes a purchase that exceeds his 
authority? He obviously then is 
acting upon his own initiative and 
should be prepared to take the 
consequent liabilities. 

3. Is the purchasing agent re- 
sponsible for illegal acts, if per- 
formed while he is within the 
scope of his authority? Yes. Any- 
time an illegal act is performed, 
the person committing it is respon- 
sible for it. The fact he is an 
agent for a principal does not les- 
sen his obligation to act lawfully. 

4. Is the purchasing agent liable 
for his negligence while acting for 
his institution?. Again, any indi- 
vidual is responsible for his negli- 
gence that occasions injury to an- 
other person, regardless of the 
circumstances. True, his negligence 
may also be imputed to his em- 
ployer if he were acting within the 
scope of his employment, but this 
does not relieve him of his respon- 
sibility for his torts. 

5. Is the purchasing agent re- 
‘sponsible for errors committed? 
Generally not, providing he acted 
with reasonable care. A purchas- 
ing agent is not expected to be an 
insurer against mistakes. 

A review of the legal essentials 
of a valid contract is valuable 
background for a discussion of 
negotiation and formation of con- 
tracts between the institution and 
its suppliers. There are four basic 
legal essentials. 

© Competent perties. The contracf- 
ing parties must be of legal age, 
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sound mind and sober. The parties 
must have the authority to make 
the contract. Most purchasing 
agents have such authority. 

® Consideration. The question of 
ey of consideration seldom 
enters into the field of purchase 
contracts since the seller agrees 
to furnish materials, supplies and 
equipment in exchange for pay- 
ment of money by the buyer. 

® Valid subject matter. The objec- 
tives of purchasing should not 
cause the question of validity to be 
raised. More important is the ques- 
tion of “can the object of the con- 
tract be sufficiently identified as to 
description and quantity?” Speci- 
fications should describe the sub- 
ject adequately, and quantity is 
generally fixed except in certain 
types of. purchase agreements 
known as requirements contracts. 

® Meeting of minds. There must be 
complete agreement between the 
contracting parties—the buyer and 
the seller. In legal terms this is 
known as offer and acceptance, an 
offer to buy or to sell and an ac- 
ceptance of the offer to buy or sell. 

To be valid an offer must be 
definite, must oe intended as an 
offer to buy or to sell and must be 
communicated to the other party. 
An article in the December 1950 
issue of the North Carolina Law 
Review expressed the test of a 
valid offer in these two questions: 
“Has the patty making the pro- 
posal sufficiently named all the 
material terms needed in the con- 
tract?”’ and “Has he put his pro- 
posal in a form showing no mental 
hesitation or reservation on his 
part?” 

It is quite obvious that definite 
terms must be expressed before 
there is any basis for a contract. 
Therefore, to be valid an offer 
must name all the material terms 
needed in the contract. 

The intention to contract is more 
difficult to ascertain and there 
seems to be a wide Variation ‘in 
the determination of the facts that 
amount to this intent. Many cases 
can be found where the wording 
is tantamount to a full-fledged 
offer and yet it has been decided 
that no offer was made. 

Considerations that are quite 
often allowed to enter into the de- 
termination of this intent to con- 
tract are the course of prior deal- 
ings between the buyer and seller, 


and customs of the industry in- 
volved in the transaction. 

Communication of an offer is 
required—one cannot “stumble up- 
on an offer." This, in part, has also 
to do with intent because until the 

rson making an offer communi- 
cates it to the other party, he has 
not shown his intention of entering 
into a legal agreement. 

The duration of an offer varies 
according to the circumstances. In 
general an offer continues as such 
until it lapses, it is revoked, it is 
rejected or it is accepted. By lapse 
is meant allowed to expire. The 
legal phraseology is “an offer 
lapses after a reasonable time.” 
What is a reasonable time is a 
question of fact for a jury to de- 
cide. Quite often an offer will con- 
tain a time limiting clause such as 
“this offer must be accepted within 
30 days.”’ Such limiting clauses are 
perfectly valid and if such an offer 
is not accepted within the specified 
time period, it automatically lapses. 

A person making an offer has 
certain rights and privileges, one 
of which is the right to revoke his 
offer any time before acceptance. 
Any unaccepted offer including 
those with such statements as “this 
offer good for 30 days” can be 
revoked at any time. The only 
manner in which an offer can be 
made to be non-revokable is to 
have and recite some consideration 
(as $5.00) for the making of such 
an offer for a definite period of 
time. This in effect becomes an 
option. 

Rejection of an offer is made 
by the person to whom the offer 
has been addressed. A flat state- 
ment of rejection accomplishes this 
purpose, of course, but it may be 
done quite unintentionally by a 
counter-offer. A counter-offer is 
one made by a person to whom an 
original offer was addressed deal- 
ing in the same subject matter as 
the original offer but upon differ- 
ent terms. Such a counter-offer 
constitutes a rejection of the origi- 
nal offer. 

Acceptance of an offer results 
in a contract if the acceptance is 
properly accomplished. The accept- 
ance must be communicated to the 
person making the offer and must 
be in the identical terms of the 
offer. If not in identical terms, the 
intended acceptance is only a coun- 
ter offer, as previously explained, ® 
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Hospital bed light (1A-1) 


Manutacturer's Description: This new 
bed light provides completely dif- 
fused up and down light with 
trigger-start ballasts. Ribbed plex- 
iglass in both top and bottom di- 
rects light to walls and ceiling for 
room illumination, and across the 
entire width of the bed for read- 
ing, dining, ete. Bed lighting is 
controlled by a pull switch within 
easy reach of the patient. Up light 
may be controlled by a wall switch, 
if required, A convenience outlet 


is provided for use of portable 
electric appliances. 


Glassware rack (1A-2) 


Manufacturer's Descriptions This new 
glassware rack is for use in kitch- 
ens that do not have automatic 


> To learn the names and addresses of manufacturers of products and dis- 
tributors of literature described in this review, check the appropriate items 
on this coupon, sign your name and address, clip and mail to the Editorial 
18 E. Division St., Chicago 10, Illinois. 


Department of HOSPITALS, J.A.H.A., 


‘ 


glass washing equipment. It has a 
wire cover which clamps over the 
giass-filled storage basket. This 
locks the glasses in place. The en- 
tire rack is dipped in hot water 
and then removed by the long 
handles on the rack cover. The 
spring-activated cover is then re- 
leased and clamped on the next 
basket of glasses ready to be 


dipped. 


Sponge rubber floor mat (1A-3) 


Manufacturer's Description: This mat will 
last for years, according to the 
manufacturer, as it is extremely 


[] Please send my name direct to the manufacturer. 
[) Please send the name of the manufacturer to me. 


bed light (1A-1) 
rack (1A-2) 
Sponge rubber floor mat (1A-3) 
Dval-purpose overbed table (1 A-4) 


Sectional equipment for phormacy (1A-5) 


conveyer (1A-6) 
Plastic folding door (1A-7) 
_..Nemeplote press (1A-8) 


NAME ond TITLE... 


(Please type or print in pencil) — 


AVAL-7) 

ATAL-2) ATAL-8) 

wl TAL-3) ATAL-9) 
_ATAL-10) 
ATAL-6) ATAL-12) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 


durable despite its softness. The 
mat is manufactured from micro- 
cellular or closed-cell sponge so 
that it will not absorb moisture. 
Cost is substantially under the old 
type of sponge that was laminated 
to a rubber top. It is recommended 
for all standing jobs in many hos- 
pital areas. 


Dual-purpose overbed table (1A-4) 


Manufacturer's Description: This double 
pedestal overbed table incorporates 
an easily maintained vinyi-coated 
hospital screen which eliminates 
the need for screen stands. The 
plastic-topped table has ball-bear- 
ing swivel casters with conductive 
rubber wheels. To convert from 
screen position to table, merely 
retract the screen into its housing 
(on its spring roller) and press 
down on the top of the screen ex- 
tension, which telescopes down- 
ward flush with the table top. 


Sectional equipment for pharmacy 
(1A-5) 


Manufacturer's Description: These stor- 
age units, made up in adaptable 
sections, permit almost any variety 
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Reflecting superior engineering design, 
the Keleket dispenses 

with dead counterweighting . . . 

features Live Action making 

the the most sensitive 
diagnostic X-ray unit today. 


; 14 years of research have resulted 
| in the . . . tulfills the objective of 
| f © the radiologist to attain the complete 
Me freedom from mechanical operations 
that he has so long desired. 


Write for Free detailed literature, or call your local Keleket representative. 
KELEKET X-RAY CORPORATION 
210-8 West Fourth Street + Covington, Kentucky 
+ 660 First Avenve, New York, N.Y. 


-Koett 
The Oldest Nome in X-Ray 
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required by the hospital, An end- 
less number of variations are pos- 
sible, and the versatility of the 
componerits provide for easy re- 
modeling and expansion, They are 
easily coOrdinated with almost any 
standard bases, cabinets or work- 
boards. 


Adjustable-shelf conveyor (1A-6) 


Manvtacturer's Description: Adjustable, 
movable shelves are the key fea- 
ture of this mobile food-handling 
truck. This is an “erector set” 
type unit consisting of end col- 
umns of anodized aluminum ex- 


trusion with 
longitudinal 
slots that permit fastening of any 
number of shelves and adjustment 


to any shelf position. The position 
of any shelf may be changed sim- 
ply by loosening and retightening 
a few screws. There is a wide 
selection of shelf components to 
suit all needs. 


Plastic folding door (1A-7) 


Manufacturer's Description: This new 
type, low-cost folding door is made 
of a flexo-rigid plastic material, 
which is virtually unbreakable and 
produces a sturdy, permanent door 
or room divider that never requires 
painting. There is no surface coat- 
ing to chip or 
peel, and the 
plastic has a 
smooth, hard 
surface easily 
cleaned with a 
damp cloth. The 
door comes 
complete with 
all necessary 
hardware, in- 
cluding a screw- 
driver, and can 
be installed in 
minutes. The door rides on an ex- 
truded aluminum track and slides 
open with a flick of the finger. 


Nameplate press (1A-8) 
Manufacturer's Description: This press 
permits easy 

preparation of 


nameplates, 
identification 
pins and other 
identification 
plaques. The 
press has had 
previous ac- 
ceptance among 
manufacturing companies and gov- 
ernment agencies, 


bilenatute 


(SEE COUPON ON PAGE 68) 


Dumbwaiters — (1AL-1) — Fast, 
vertical transportation of food and 
supplies in multi-floor buildings is 
stressed in this bulletin giving all 
specifications. 

Nurses call system—(1AL-2)—De- 
tailed descriptions of these systems, 
units, and uses are graphically 
portrayed in this 16-page booklet. 


Manual door controls — (1AL-3) — 
Folder describes operation of this 
compact door control that remains 
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concealed in the floor. Also charts 
various installation applications in 
the building. 

Fusible service entrance equipment— 
(1AL-4)—This new booklet ex- 
plains the features of seven basic 
types of fusible service entrance 
devices. In addition, it gives rat- 
ings, wiring diagrams, dimensions 
and complete ordering information. 
Folding chairs — (1AL-5) — Illus- 
trates and describes various models 
of folding chairs suitable for use 


in meetings, classrooms, or dining 
rooms. 

Cooling tower pumps — (1AL-6) — 
Technical data and specifications 
plus a simple six-s procedure 
tor sizing cooling tower pumps and 
piping are contained in/this eight- 
page manual. A newly revised se- 
lection chart and list price sheet 
are also available. 

Versatile building material—(1AL-7) 
——-Describes a wood-fiber material 
with many applications. The prod- 
uct combines roof decking and ex- 
posed ceiling, serving a double 
purpose in a single application. 
Can be used as sidewall, partitions, 
floor slabs, and form board under 
concrete floors and decks. Espe- 
cially valuable to contractors, 
builders and hospital architects. 
Piping and equipment insulation— 
(1AL-8)—Condensed recommend- 
ed specifications and photographs 
of applications make this eight- 
page catalog a reference for engi- 
neers and insulation contractors. 
The booklet presents the physical 
properties of cellular glass insula- 
tion; sizes and shapes available; 
and suggested thicknesses required 
for a wide temperature range. 
Conductive tile—(1AL-9)—Reprint 
of an article describing the re- 
search, production, and uses of a 
new type vinyl conductive floor 
covering. Of interest to hospital 
architects, administrators, and op- 
erating room personnel. 

Steel windows — (1AL-10) —Refer- 
ence catalog showing a complete 
line of windows including deten- 
tion and psychiatric windows. Ta- 
bles of types and sizes, specifica- 
tions, installation details, section 
details and information on uses, 
construction, hardware, screening, 
and galvanizing are covered in this 
40-page book. 

Roof lighting and ventilation— 
(1AL-11) — Eight-page brochure 
describes unique glass blocks pre- 
assembled into standard grids for 
installation on roofs. Contains 
graphs and charts based on com- 
parative lighting tests. 

Safety controls for steam boilers— 
(1AL-12) — Illustrated booklet 
showing one typical hot water 
space heating boiler, with colored 
drawings to detail the varying op- 
erating conditions that can be en- 
countered. Useful to the hospital 
engineer and architect. 
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Each fluidounce contains: 


in an aromatized and carminative 
vehicle 


Available in bottles of 6 and 10 
fluidounces and | gallon 


Tas Ursoun Company, Katamasoo, 
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MARSHALL AUSE, assistant ad- 
ministrator of St. Luke’s Hospitals, 
Milwaukee, has been appointed 
administrator of the Norwegian 
Lutheran Deaconesses’ Home and 
Hospital, Brooklyn, N.Y. Mr. Ause 
is a graduate of the University of 
Minnesota course in hospital ad- 
ministration. 


ARTHUR D. BARNES, administra- 
tive engineer at Johns Hopkins 
Hospital, has been appointed su- 
perintendent of plant operations 
and construction at Memorial Cen+ 


ter for Cancer and Allied Diseases,. 


New York City. Mr. Barnes is a 
member of the American Hospital 
Association Committee on Engi- 


Promise 


For advantages more apparent than real, “high pres- 
sure” is sometimes used to put over. some fund raising 
- campaigns. Many honestly believe this to be the only way 


to raise money. 


But like a promise obtained at gunpoint, a pledge ob- 
tained through pressure or hysterical emotionalism can be 
difficult to collect when the campaign is over and the pres- 
sure removed. Shrinkage can be extremely high. 


That’s why “Haney and Associates” prefers to work a 


bit: harder ..... 


to convince your public of the need. 


Results? Though we ask our clients to prepare for 10% 
shrinkage, most of our campaigns actually run less than 


5% ... some less than 1%. 


That’s why such a large portion of our business is in 


repeat campaigns... 


for satisfied clients. 


_ CHARLES A, HANEY & ASSOCIATES 


259 WALNUT STREET 


NEWTONVILLE 60, 


MASSACHUSETTS 


More than 30 years’ 
campaigns .. 


successful experience in hospital 
. Consultation without obligation of expense 


neering and Maintenance of the 
Council on Planning and Plant 


Operation. 


Joun F. BLenpd, business man- 
ager of Jackson-Madison County 
General Hospital, Jackson, Tenn., 
has been appointed administrator 
of the hospital. 


@® Frep J. BOMMER, assistant ad- 
ministrator of Valley Baptist Hos- 
pital, Harlingen, Tex., has been 
appointed administrator of Mont- 
gomery County Hospital, Conroe, 
Tex. 


@ Jack W. Crogs, has been ap- 
pointed administrator of Marlette 
(Mich.) Community Hospital. 


® Luis A. Cruz Cuevas, hospital 
executive director in the division 
of hospitals of the department of 
health of Puerto Rico, has been 
appointed executive director of the 
Cayey (P.R.) Tuberculosis Hospi- 
tal. Mr. Cuevas is a graduate of 
the Columbia University course in 
hospital administration. 


® Louis DREXLER, assistant to the 
superintendent of Bergen Pines 
County Hospital, Paramus, N.J., 
has been appointed administrator 
of Charles Choate Memorial Hos- 
pital, Woburn, Mass. Mr. Drexler 
is a graduate of the Yale Univer- 
sity program in hospital adminis- 
tration. He succeeds Miss Sapte FE. 
MacKay, R.N. 


® Joun C. DuMAS has been ap- 
pointed assistant professor of 
hospital administration in the 
Graduate School of Public Health, 
University of Pittsburgh. He is a 
graduate of the University of Min- 
nesota. Mr. Dumas will also serve 
as administrator of the Falk Clinic, 
the outpatient unit of the Univer- 
sity Medical Center. 


Mit. DUMAS MR. FOX 
@ K. Fox, assistant super- 
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3 Great Ineubators 


ARMSTRONG X-4 (Nursery Type) 
BABY INCUBATOR 


Designed for use in the nursery. 
Underwriters’ Laboratories Ap- 
proved. 


X-4 


ARMSTRONG X-P (Explosion-proof) 
BABY INCUBATOR 
Designed for use in the Delivery 


Room or Surgery. Underwriters’ 
Laboratories Approved. 


X-P 


ARMSTRONG H-H (Hand-hole) 
BABY INCUBATOR 


Designed for nursery use when a 
large incubator with hand-holes 
and a nebulizer is needed, Under- 
writers’ Laboratories Approved. 


Write for complete details on any or all 
of these 3 Armstrong Baby Incubators. 


THE GORDON ARMSTRONG COMPANY, INC. 
508 Bulkley Building, Cleveland 15, Ohie 
Distributed in Caneda by Ingram & Bell, Lid. 

Terente + Montreal + Winnipeg + Calgary + Vencovver 


The DON Display of 


LIL 


POTS and PANS is a Sight to See! 


There's a tremendous selection of every type of pot or pan on 
display in the Exhibition Hall at DON headquarters. In your 
DON salesman’s catalog there is a picture of each of these pots 
and pans. Broiling pans, baking pans, frying pans—big pots, 
little pots, medium pots—of steel, copper and aluminum. 

Yes, here you'll find hundreds of pots and pans to fill your 
needs! You name it — DON has it: Stock pots, sauce pots, 
Bain Marie pots, utility kettles, double boilers, transfer dippers, 
mixing bowls, gelatin molds, steamers, egg poachers, roasters, 
french fryers, doughnut pots, skillets, sauce pans, frying pans, 
baking pans, cheese pans, bun pans, meat loaf pans, steam table 


pans, pudding pans, Denver sandwich pans, omelet fry pans, - 


pie pans, display pans, salad pans, saute pans—JUST TO NAME 
A FEW! And on each—SATISFACTION IS GUARANTEED! 
Don't you need a pan now? 

Write Dept. 7 about your specific needs or ask for a DON 
salesmen to coll. 


DON «2 company 


GENERAL HEADQUARTERS 2201 St.-Cmhicago 16, 
Branches in MIAMI MINNEAPOLIS ST PAUL PHILADELPHIA HOUSTON 
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YOU NEVER 


TRADE-IN A 
BALLY WALK-IN 
COOLER 


BIGGER! 


When you buy a Bally Walk-In Cooler you buy it not 
only for today's needs—but, with an eye to the future, 
It's easy to make it larger—any time—to handle in- 
creased business. Look for these Bally features: 


* Serves equally well as a FREEZER 
(for temperatures as low as 0° F.). 


® All-steel die formed sections inside and outside, 


e Safety door lock ends danger of being locked-in, 


STEEL CLAD 


sectiowa. WALK-IN 
COOLERS ¢ FREEZERS 


FOR THIS FREE BOOK! 


Bally Case and Cooler Company, Belly, Pennsylvania, Dept 
Gendemen Please send me Cut-Away Book ilustrating 
“$ EASY STEPS TO ASSEMBLE BALLY WALK.INS 


lore 
i; $2 


YOU 
MAKE 
- 
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intendent of St. Luke’s Hospital, 


Duluth, has been named superin- 
tendent, succeeding James McNez. 
Jack W. RIVALL succeeds Mr. Fox 
as assistant superintendent. 


© Joun H, Durr, business manager 
of Everglades Memorial Hospital, 
Pahokee, Fla., has been appointed 
administrator of Gill Memorial 
Eye, Ear and Throat Hospital, 
Roanoke, Va. 


K. Freeman, M.D., 
manager of the Veterans Adminis- 
tration Hospital, Gulfport, Miss., 
since 1949, has been appointed 


manager of the VA _ Hospital, 
Downey, 


@ GERALD F. Houser, M.D., director 
of Faulkner Hospital, Boston, has 
resigned to accept a position with 
the firm of hospital consultants 
headed by AnTHONY J. J. ROURKE, 
M.D., in New Rochelle, N.Y. Dr. 
Houser is a former secretary of 
the Massachusetts Hospital Asso- 
ciation and treasurer of the New 
England Hospital Assembly. 


@ Donatp J. Lupwic has been ap- 


pointed assistant administrator of 
Contra Costa County Hospital, 


SAVES STEPS 
SAVES PUSH 


distribution of clean linen from cen- 
tral linen supply to ward station linen 
closet. Accommodates all the linen 


and accessories for serv 


Even though this heavy-duty truck is built to 
eccommodate a maximum load, it handles 
easily either along straight corridors or 
when maneuvering into tight closet areas. 
This mobility is due to four 8” double ball- 
bearing casters, two of which are equipped 
with J & J manual Swivelocks which enable 
the operator to lock these casters in a rigid 
position, thus 
is is particularly 
advantageous when moving along straight, 
A simple turn of a lever 
— converts them back to free-swiveling casters, 
permitting utmost maneuverability in narrow 
orea-ways or restricted closet spaces. 


Adjustable intermediate horizontal shelves. 
Heavy-duty steel construction throughout. 
6414", Width 304”, Height 632”. 


Jarvis jarvis 


movement of the truck. 


long corridors. 
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stricted alley-woys or 
closets. 


Martinez, Calif. He is a graduate 
of the University of California 
course in hospital administration. 


Freperick E. KRIZMAN, business 
manager of St. Ann Hospital, 
Cleveland, has been appointed as- 
sistant superintendent of the Poly- 
clinic Hospital in Cleveland. 


COL. MALLORY 


MR. KRIZMAN 


CoL. PHILIP WALLACE MALLORY 
has been named chief of Walter 
Reed Army Hospital’s outpatient 
service at Walter Reed Army Med- 
ical Center. Since 1943, Col. Mal- 
lory has been with the Medical 
Information and Intelligence Divi- 
sion of the Army Surgeon Gen- 
eral’s office. 


@ ALEXANDER MCALILEY, assistant 
managing director of New Britain 
(Conn.) General Hospital, has 
been appointed director of Frank- 
lin County Public Hospital, Green- 
field, Mass., succeeding the late 
CHARLES CaAPRON. Mr. McAliley is 
a graduate of the Columbia Uni- 
versity course in hospital admin- 
istration. 


Louis E. Mupbcetrt, 
Medical Service Corps, has been 
assigned as executive officer of 
Letterman Army Hospital, San 
Francisco, succeeding CoL. ERNEST 
T. SHEEN who retired. 


Mrs. ABRAHAM E. PINANSKI, 
trustee of Beth Israel Hospital, 
Boston, has been appointed to the 
National Advisory Neurological 
Diseases and Blindness Council of 
the Public Health Service. 


® V. R. Powers, business manager 
of Bethesda Hospital, Crookston, 
Minn., has been appointed admin- 
istrator of the Madison (Minn.) 
Hospital Association. 


Joun C. RIcHARD has been ap- . 
pointed administrator of Canons- 
burg (Pa.) General Hospital. He 
succeeds Mrs. Epitrn BAILY who 
resigned after ten years of service. 


DonaLtp M. SuvuTe, administra- 
tive officer of the Veterans Admin- 
istration department of insurance 
in Washington, has been appointed 
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OR ees iIN-PATIENT 


FOR MINOR WOUNDS, TELFA Strips provide ample ab- 
hree convenient sizes 


—and they can be cut to fit any wound. TELFA permits faat, 


sorption with easy, painless removal. 


primary healing —at lower cost. 


FOR MAJOR SURGERY, TELFA Spon ponge Pads provide 
maximum absorption, retentiveness an 


trauma and contamination. Yet dressing 
healing tissue and stitches are undisturbed 


USE TELFA WHEREVER 
WOUNDS ARE DRESSED 


rotection from 
ifte off easily — 


to speed healing, cut dressings costs 


For routine use on all wounds... 
absorbs without sticking, lifts off painlessly 


Wounds that you now dress with 
gauze, or with sponges and pads, 
can be dressed better and more 
economically with TeLra. This is 
one case where it actually costs 
less to use the best. 

You can now standardize on 
TELFA in all departments — and 
cut dressings costs from 18% to 
41%— because TELFA is now in 2 
forms to meet all wound needs. 

There are TELFA Strips for sim- 

le, minor wounds— including a 
ge size for plastic surgery; and 
TELFA Sponge- Pads, for all routine 
apapeee wounds and even for 


cases. It is the first com- 
in a single “unit.” 
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But the saving is even greater for 
the simpler dressing technic re- 
duces doctor and nurse time in all 
departments by 50% or more. 
Because of its perforated ‘‘plas- 
tic skin’’ that goes next to the 
wound, TELFA absorbs drainage 
without sticking to the wound or 
stitches. No interference with 
natural healing because TELFA is 
inert —-unmedicated, no grease to 
complicate later treatment. 
Result: you get fast, primary 
healing .. . less patient discomfort. 
TELFA Strips i in bulk cases 2%" 
x 4°, 3° x 8 and 8 x 10’. 
TELFA -Pads in bulk 
cases 4" x 5 x 9 pads. 


TELFA 


NON-ADHERENT 
STRIPS OR 


SPONGE-PADS 


BAUER «2 BLACK 


DIVISION OF THE KENDALL CO. CHICAGO 
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manager of the VA Center, Reno, 
succeeding Epwarp F, Reep who 
retired, 


Sister Mary Davin has been 
named administrator of St. Mary’s 
Long Beach (Calif.) Hospital, suc- 
ceeding Sister Mary FInTAN who 
was transferred to St. Bernardine’s 
Hospital, San Bernardino, Calif. 


Sisten Hoty Heart or Mary, 
administrator of St, Joseph's Sani- 
torium, Montreal, has been ap- 
pointed administrator of Miseri- 
cordia Hospital, Milwaukee. 


Sister Mary NICHOLAS, admin- 
istrator of St. John’s Hospital, San 
Angelo, Tex., has been appointed 
administrator of St. Anthony’s 
Hospital, Amarillo. 


Davin G. WILLIAMSON, adminis- 
trative assistant at the Medical 
College of Virginia Hospital Divi- 
sion, Richmond, has been appointed 
administrator of Bedford County 
Memorial Hospital, Bedford, Va. 
He is a graduate of the Medical 
College of Virginia course in hos- 
pital administration and succeeds 
CHARLES H. FRENZEL. 


Major advances in high-speed 
photofluorography offered by 
new FAIRCHILD—ODELCA line 


Two new models in the versatile Fairchild-Odelca line of super- 
speed 70 mm. photofluorographic cameras — the X-70SA Angle Hood 
and the X-708 In Line Model — cover applications in the four major 
categories of photofluorugraphy; mass chest survey . .. hospital admis- 


‘sion X-ray (supine and ambulatory ) 


... serial radiography .. . and 


some aspects of general radiography. 

These cameras produce unequalled high diagnostic quality nega- 
tives at lower cost and with % the exposure time required by other 
cameras now in use. The extensive X-ray experience of Fairchild and 


Odelca has produced some outstanding features: 


@ SHORTER EXPOSURE TIME — High 
working aperture of {/0.8 (GRA £/0.63) 
permits much lower tube current and 
75% less exposure time resulting in sub- 
stantially reduced radiation. 


e VIRTUAL ELIMINATION OF RE- 
TAKES — Stops voluntary and involun- 
tary motion, yet provides diagnostic 
information comparable to full size 
radiographs. 


VERSATILITY —Efficient for both diag- 


IRGHILD 
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nostic and mass survey applications. 


@ SHARPNESS OF DETAIL — Approxi- 
mately four times increase in resolu- 
tion. 


AUTOMATIC SAFETY DEVICES — 
The apporatus interlocks against ex- 
posure unless all operating sequences 
ore performed. 


@ FOOLPROOF IDENTIFICATION — 
Data on patient's card is reproduced 
on lower edge of negative. 


For complete information, contact your 
local X-ray equipment supplier or Fair- 
child Camera and Instrument Corpora- 
tion, Syosset, N. Y., Dept. 160-4201. 


Deaths 


@ Issac A. Ast, M.D., Chicago pe- 
diatrician, died November 24 after 
an illness of more than two years. 
He was 87. He was professor 
emeritus of pediatrics at North- 
western University and served on 
several hospital staffs during his 
career. Dr. Abt laid the ground- 
work for many areas of baby care 
and in 1909, he was instrumental 
in building the first children’s hos- 
pital in Chicago—Sarah Morris, a 
part of Michael Reese. 


Ricwarp L. Harris, M.D., man- 
ager of the Franklin Delano Roose- 
velt Hospital of the Veterans Ad- 
ministration, Montrose, N.Y., died 
November 24 at the age of 59. He 
was also assistant professor of 
clinical psychiatry at Cornell Uni- 
versity Medical School. 


@ WILLIAM C. Porter, M.D., super- 
intendent and medical director of 
the Los Lunas (N. Mex.) Mental 
Hospital since 1947, died Septem- 
ber 24 at the age of 69 in Albu- 
querque. 


E. Raycrort, M.D., for 
many years advisor for the New 
Jersey Department of Institutions 
and Agencies, member of the board 
of managers and later president of 
the New Jersey State Hospital in 
Trenton, died September 30 at the 
age of 87. | 


® Louis J. Recan, M.D., Los An- 
geles medicolegal expert, died De- 
cember 3. Dr. Regan, who at one 
time served as legal counsel for the 
Los Angeles County Medical So- 
ciety, was a member of the Ameri- 
can Medical Association Committee 
on Medicolegal Problems from its 
inception three years ago. 


Sister ALIce REGINA, adminis- 
trator of St. Elizabeths Hospital, 
Elizabeth, N.J., since 1937, died 
November 24 at the age of 79. She 
was administrator of St. Mary’s 
Hospital in Passaic before going 
to St. Elizabeths. Sister Alice Re- 
gina was a former member of the 
New Jersey Hospital Association’s 
board of trustees and was president 
of the New Jersey Catholic Hos- 
pital Association for a number of 
years. 


@ H. TuHeopore Sorc, founder and 
president of New Jersey's Blue 
Cross Hospital Service Plan, died 
December 10 after a brief illness. 
He was 67 years old. Mr. Sorg, 
who was a senior partner in a 
Newark law firm, originated the 
Blue Cross Plan in 1932. He was 
also a professor of law at the New 
Jersey Law School for 22 years. 
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assures IDENTIFICATION of 


ADULT PATIENTS 


and eliminates the possibility of mix-ups 


; “The e 
BRACELET SYSTEM 
i ial ° atients and hospital personnel are reassu y this never-failing, 
and-sure ‘‘double check. 
: . Presco Identification Bracelets are quickly applied. No awkward tools 
© Mothers end their babies ; or gadgets are needed. 1. Nurse writes information on a pre-cut card. 2. 
: © Unconscious patients ° She slides card into a transparent holder. 3. Slight pressure of nurse's 
© Delirious patients 2 thumb and forefinger locks bracelet on patient's wrist. 
© Foreign language patients ° Presco Bracelets cannot slip off. They are so trustworthy that che only 
: : way to remove them is to cut them off. 
© Emergency cases . Bracelets are made of soft, pliable, non-toxic plastic—extremely light- 
© Meltiole-bed : weight and comfortable. Sizes available in beautiful pink, blue and 
° white plastic—convenient for classification of adult patients. Baby sizes 
and as a routine practice 
° in pink and blue for immediate identification of sex. 
Presco Bracelets meet all recommendations of the A.H.A. 
Hendersonville, N. C. plete brocelets—(72 pink and plete bracelets—(All pink, oll adult style bracelets 
72 blve) $59.75  bive, or all white) $43.20 
Order from any one of these Distributors 
A. $. ALOE COMPANY ROSS, INC. MEINECRE & COMPANY, INC. 
1831 Olive St 4285 Port Washington Rd. 225 Varick 
St. Lovis 3, Missouri Milwovkee 12, Wisconsin New York 14, New York 
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get the kinks out 


of your preventive maintenance program 


HE HOSPITAL engineer, particu- 

larly in the smaller hospital, 
often may be required to perform 
duties other than engineering and 
maintenance. Nevertheless, the en- 
gineer should be recognized as a 
department head attempting to at- 
tain certain achievements within 
his own department. One of these 
achievements is establishing and 
maintaining a workable preventive 
maintenance program, Such a pro- 
gram is the most successful way 
to protect capital investments in 
the hospital plant. The success or 
failure of this important phase of 
hospital equipment care depends 
on the proper relationship within 
and between other departments. 
Some of the factors which influence 
this relationship are sometimes re- 
ferred to as “interference factors.” 
The five “interference factors” 
which I have described below, will 
seem familiar to many hospital 
engineers. If these five “interfer- 
ence factors” are recognized and 
corrected, many of the stumbling 
blocks to a successful preventive 
maintenance program can be elim- 
inated. 


1. A breakdown in interdepertmental 
communications. 


This seems to be one of the major 
problems in our hospitals today. 


U. "WU. F. Black is supervising engineer of the 
166-bed Independence Sanitarium and Hos- 
Missouri. This article 


read at the American Hos- 


& paper re 
tal Association's Institute for 
pital held in Meneses City. issouri, 


by U. F. BLACK 


Often units or equipment cannot be 
released from service as scheduled 
for routine servicing and inspec- 
tion by engineering and mainte- 
nance because employees have not 
been notified in advance by their 


supervisor. Such delays result in- 


postponements or rescheduling by 


the engineer, disrupting his sched- / 


ule and the schedule of other de- 
partments. 

The tactful engineer will explain 
the importance of scheduled in- 
spection and servicing of equip- 
ment to the department supervisor 
in a.fashion that will gain under- 
standing and codéperation between 
the departments involved. 


2. Lack of information regarding costs of 
ports ond repairs. 

Often the engineer does not have 
information concerning costs of 
parts and previous expenditures on 
equipment. Therefore he often can- 
not decide objectively whether to 
repair or replace broken-down 
equipment. It is necessary that the 
engineer receive this information 
from the proper sources. In some 
hospitals all invoices pertaining to 
the engineering department are 
routed through the engineer's office 
giving him an opportunity to ap- 
prove and record the costs on his 
preventive maintenance equipment 
repair record sheets. 


3. The engineer is not always consulted 
prior te the purchasing of new equip- 
ment. 


This lack of codrdination can be 


costly. It may result in the pur- 
chase of equipment that cannot be 
properly and efficiently installed 
and operated. By consulting the 
engineer the cost of re-piping, re- 
wiring or the removal of a floor or 
wall might often be avoided. 

Occasionally new equipment is 
placed in service by unauthorized 
persons without inspections being 
made to see that the equipment is 
lubricated and connected to the 
proper facilities. The hospital engi- 
neer should be the one to deter- 
mine whether or not the equipment 
is safe and adequate. 


4. improper training of personne! in 
equipment operation. 


Training personnel to use equip- 
ment is a very important factor in 
the hospital. Often personnel in the 
various departments, particularly 
student nurses and new employees, 
are not properly instructed in the 
use of equipment (especially new 
equipment) and are not qualified 
to operate this equipment. Improp- 
er use of equipment can, of course, 
result in unnecessary breakdowns 
and emergency repairs. 

Written instructions should be 
posted near equipment. The engi- 
neer should assist in training per- 
sonnel in the operation of certain 
types of equipment. He should also 
explain the safety factors involved 
in the use of this equipment. 


5. from ether depert- 
pe calls (sometimes referred 
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to as nuisance calls) are perhaps 
among the major problems involv- 
ing the engineering and mainte- 
nance department. Many man 
hours are wasted answering these 
calls. Proper training by depart- 
ment heads regarding proper ac- 
tion and procedure in handling of 
repair requisitions is often neg- 
lected. Many calls that are received 
by phone are not of an emergency 


exh They should be written on 


a requisition repair form so that 
the engineer can combine several 
jobs at one time for that particular 
department. Job combinations, if 
properly scheduled, can save the 
hospital considerable costs in man 
hours at the end of the year. 
These “interference factors” are 
not limited to the preventive main- 
tenance program only. They ap- 


pear as obstacles to the attaining 


of other goals in the hospital. ® 


Developing good relations 


What is a hospital engineer? 
Where does he fit in as a member 
of the hospital team? How does 
he encourage teamwork? 

Students -and faculty at the 
American Hospital Association's 
Hospital Engineering Institute and 
Workshop in Toronto tackled these 
relationship problems and came up 
with some conclusions: 

While the hospital engineer long 
ago was considered in the “janitor” 
class, today he is required to be 
a supervising executive. Title ter- 
minology for his job varies widely, 
but all definitions begin with some 
such phrase as “responsible indi- 
vidual who supervises and directs” 
or “member of the administrative 
staff.” 

With this executive position come 
responsibilities. One of the engi- 
neer’s first responsibilities is to 
make sure he isn’t working in a 
vacuum. He needs healthy, co- 
Operative working relations with 
other department heads in order 
to do his job properly. The re- 
sponsible engineer must be a good 
receiver as well as an accurate 
transmitter. The ways to commu- 
nication may be formal, informal, 
or both; but they must at all times 
be open. 

From this starting point, the 
workshop group considered the 
engineer's relations with (1) the 
board of trustees, (2) the admin- 
istrator, (3) department heads, 
(4) other operating persofinel and 
(5) the public in general. 

Board of Trustees. The engineer 
normally communicates with the 
board through the administrator 
by means of concise, accurate re- 
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ports. The frequency of these re- 
ports depends on the desires of 
the administrator and/or require- 
ments of the board. 

Admintistrater. Contacts come 
through scheduled meetings, in- 
formal conferences and reports on 
such matters as plant operation, 
alterations and repair data, safety, 
workload and personnel problems. 
While the administrator must keep 
his door open, the engineer should 
not always wait to be summoned 
into conference. Part of the initia- 
tive must be his. 

Department Heads. The administra- 
tor has probably admitted long ago 
that, being human, he has some 
limitations. The engineer should 
realize that to rely on him as the 
only source of information is not 
sufficient. To be effective, the 
engineer needs conferences with 
other department heads, formal or 
informal, to iron out details and 
exchange information. The admin- 
istrator should encourage this. 

Other Operating Personnel. The hos- 
pital newsletter or periodical is an 
excellent place for the engineer to 
tell his story and also learn what's 
going on in the other departments. 
Engineering-maintenance gets a 
boost when nursing and dietary 
students are oriented into proper 
use of equipment and conserva- 
tion of utilities. Lectures and con- 
ducted tours can be worked out by 
the engineer in codéperation with 
other department heads. If possi- 
ble, the engineer should be asked 
to attend at least one annual meet- 
ing of the medical staff, to explain 
the workings of the engineering 
department as it applies to the 
staff’s phase of hospital operation, 

. General Public. While courtesy and 


downright friendliness do wonders 
here, the range is wide. The engi- 
neer can offer his services for talks 
on hospital engineering. He can 
participate in service clubs, open 
house programs, etc., and be active 
in community affairs. . 


New shape for paints 


Paint comes in a new shape these 
days, and “thixotropy” is the rea- 
son. This is the phenomenon of 
some gels becoming fluid when 
shaken or spread out under mod- 
erate pressure. The fluid once 
again gels when allowed to sta- 
bilize. 

The new thixotropic paints are 
spill-less gels which set to a jelly- 
like consistency and retain it un- 
less they are stirred or shaken. 
First marketed over a year ago, 
they have a growing commercial 
appeal. Many production problems 
have been overcome, and those re- 
maining show promise of ultimate 
solution. 

An article in the Sept. 26 issue 
of Chemical and Engineering News 
describes the manufacture and 
chemical composition of these gel 
paints. One manufacturer combines 
polyamide and alkyd resins under 
controlled heat to make a paint 
vehicle ascribed to impart to the 
paints a consistency that essen- 
tially prevents pigment settling, 
tint floating and sagging. Stirring 
and thinning of the paints in nor- 
mal use are not necessary. Shelf- 
life studies by the manufacturer 
have shown no change in consist- 
ency or composition after two 
years. 

A long-sought-after property in 
paint, thixotropy is known in paint 
circles as “puffy” or “false” body. 
This consistency is desirable since 
it produces a paint which is thick, 
will not settle out extensively, en- 
ables a good quantity to be picked 
up on a brush and gives a workable 
thinness when worked beneath a 
brush. 

The article suggests that while 
gel paints promise eventually to 
have great influence on the indus- 
try, the revolution is not yet at 
hand. While reported lack of uni- 
formity is said to have been over- 
come, some problems yet remain, 
including a report that some tint- 
ing materials break down the gel 
structure more or less perma- 
nently. . 
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NEWS 


OFFICIAL NOTES 


In accordance with the Bylaws of 
the American Hospital Association, the 
members are hereby notified of the 
fortheoming meeting of the Committee 
on Nominations, February 6-7, 1956, 
at the Palmer House, Chicago. 

Association members may submit 
names to the committee for considera- 
tion. Officers to be nominated are a 
president-elect, a treasurer and three 
members of the Board of Trustees for 
three-year terms. The committee will 
also nominate four delegates-at-large 
for three-year terms. The slate will be 
presented to the House of Delegates 
at the 1956 convention. 

The chairman of the Committee on 
Nominations is Dr. Anthony J. J. 
Rourke, 175 Barnard Rd., New Ro- 
chelle, N. Y. Other committee mem- 
bers are: Dr. Kenneth B. Babcock, 
director of the Joint Commission on 
Accreditation of Hospitals, Chicago; 
Dr. Frank RR. Bradley, director of 
Barnes Hospital, St. Louis, Missouri; 
Nels E. Hanshus, manager of Lather 
Hospital, Eau Claire, Wis.; Ritz E. 
Heerman, general manager of the 
Lutheran Hospital Society of Southern 
California, Los Angeles; Marshall I. 
Pickens, Duke Endowment, Charlotte, 
and Lester E. Richwagen, ad- 
ministrator of Mary Fletcher Hospital, 
Burlington, Vi. 


The Board of Trustees has ap- 
proved certain principles to guide 
the development of legislation for 
the health needs of the aged, re- 
cipients of public assistance and 
the dependents of servicemen. The 
House of Delegates subsequently 
approved these statements at its 
Atlantic City meetings, September 
19-21, 

Below appear statements con- 
cerning needs of the aged and 
dependents of servicemen. The 
statement on recipients of public 
assistance appeared in “Official 
Notes” last month. 


HEALTH NEEDS OF THE AGED 


(Approved by Board of Trustees 
June 23, 1955) 

1. The program should recognize 
that a large part of the aged popu- 
lation requires financial assistance 
in meeting its health needs. Aside 
from the needy aged, who should 
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Decision Appealed 


District Court Ruling Upholds Specialists; 
Hospital Attorney Cites Effects of Dectston 


The lowa Hospital Association and 34 member hospitals have decided 
to appeal all points of the recent district court ruling in the suit brought 


IOWA COMMENTS 

The following excerpts are from 
editorials appearing in the lowa 
press, as reprinted in the Des 
Moines Register. 

Ceder Rapids Gazette: 

.. » If it is illegal for hospitals 
to hire pathologists and radiolo- 
gists, what about resident physi- 
cians? What about nutritionists, 
physical therapists or even nurses? 
And if private nonpfofit hospitals 
can’t do such things legally, how 
about state hospitals? How about 
industries that retain company 
physicians? How about schools and 
mental health clinics that hire psy- 
chiatrists?... 

Council Bluffs Nonporell: 

... If finally upheld, it (the rul- 
ing) probably will mean a consid- 
erable increase in the cost of hos- 
pitalization and medical treatment, 
and a consequent increase in the 
rates for hospital and medical in- 
surance. 

It may also add to the financial 
difficulties of hospitals. 

Devenpert Times: 

... There was nothing to show 
that either hospitals or the special- 
ists and technicians were taking 
advantage of the public. 

Conditions have changed since 
the Iowa law on medical practice 
was enacted and hospitals have 
emerged from a status which was 
akin to that of nursing homes. 

The presentation of the case on 
both sides in the extended litiga- 
tion serves a good purpose in that 
it should bring about a more rea- 
listic conception of today’s needs 
and conditions surrounding the 
treatment and safeguarding of the 
ill and injured. 

Waterleoe Courier: 

..» If employment of the phy- 
sician by a third party is wrong in 
principle, .. . then the principle 
is widely violated in American 
medicine... 


by hospitals against certain medi- 
cal specialists. 

The appeal was unanimously 
voted by representatives of all 
Iowa hospitals during a special 
meeting of the Association’s Gen- 
eral Assembly December 9 in Des 
Moines. 

On November 28, Judge C. Ed- 
win Moore of Polk County District 
Court, Des Moines, ruled that Iowa 
hospitals have been practicing 
medicine illegally. No distinction 
was made between nonprofit and 
for-profit institutions. 

Judge Moore also ruled that de- 
fendant pathologists and radiol- 
ogists have been violating the Iowa 
Code prohibiting fee-splitting. 

In announcing its decision to 
appeal, the Iowa Association said 
hospitals felt Judge Moore’s deci- 
sion of such tremendous national 
importance that it should not be 
allowed to stand without appeal. 

The Association backed a con- 
tention by its attorneys that the 
ruling did not cover all existing 
judicial decisions on applicable 
cases and that the Supreme Court 
might reverse the opinion. 

IHA officials said that possible 
recourse to the legislature had been 
mentioned. They said, however, 
the Association felt it would be 
proper public procedure to exhaust 
all judicial remedies before turn- 
ing to the legislature. 

At the special IHA meeting in 
Des Moines, Judge Allen A. Her- 
rick, plaintiffs’ attorney, pointed 
out two problems hospitals face if 
the ruling stands—one the loss of 
tax exemption and the other in 
qualifying for federal funds under 
the Hill-Burton program. 

He said: 

“Section 427.1, subparagraph 9, 
of the Code of Iowa, 1954, exempts 
from taxation grounds and build- 
ings of charitable hospitals used 
solely for their appropriate objects 
and not leased or otherwise used 
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EQUIPMENT and a Chicage winter drizzie moved in together early last month on site of new 


Association headquarters and Center for Hospital Affairs. Ground-breaking ceremonies on the 
lakefront property took place November 9 and excavation is now underway. 


with a view to pecuniary profit. 
“Title 42, U.S.C.A., section 291 
(i), subparagraph g, states: “The 
terms nonprofit hospital, nonprofit 
diagnostic center, nonprofit reha- 
bilitation facility and nonprofit 
nursing home mean any... which 
is owned and operated by one or 
more nonprofit corporations or as- 
sociations, no part of the net earn- 
ings of which inures or may law- 
fully inure to the benefit of any 
private shareholder or individual’.” 


A decree submitted by the at- 
torneys for the defendants and in- 
tervenors, as set forth in the ruling, 
stated that hospitals in conducting 
and operating pathology labora- 
tories and x-ray departments are 
selling medical services, including 
the services of the pathologist and 
radiologist, to the public; and, do- 
ing so, they are engaged in the 
“unauthorized, unlicensed and il- 
legal practice of medicine.” 

The decree stated, “The pathol- 
ogist or radiologist, by permitting 
a hospital to bill for medical serv- 
ices in the name of the hospital 
without the consent of the patient 
or his legal representative, violates 
the provisions of Subsection 4 of 
Section 147.56 of the Code.” The 
section cited prohibits any splitting 
of professional fees. 


Under lowa Code, persons are 
engaged in medical practice who: 
(1) “Publicly profess to be phy- 
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sicians or surgeons or who publicly 
profess to assume the duties inci- 
dent to the practice of medicine 
and surgery; 

(2) “Prescribe or prescribe and 
furnish medicine for human ail- 
ments or treat the same by surgery; 

(3) “Act as representatives of 
any person in doing any of the 
things mentioned in this Section.” 

In his findings of fact, Judge 
Moore stated that “pathology and 
radiology are recognized specialties 
in the practice of medicine” and 
that the defendant pathologists and 
radiologists are in fact practicing 
medicine. 

Technicians. Are technicians cov- 
ered under provisions of the Code? 

Judge Moore says yes. “.. . Tech- 
nicians, in performing actual pro- 
cedures in the pathology labora- 
tory and... the x-ray department, 
are all performing functions which 


the pathologist or radiologist... . 


would otherwise personally per- 
form, and .. . said technicians in 
the conduct of the procedures are, 
in fact, serving as the hands of the 
pathologist, radiologist or other 
physician in charge. 

“The court further finds that the 
determinations in pathologic anat- 
omy are diagnostic and of great 
value to the patient in the deter- 
mination of the course of treatment 
both during and after surgical 
operation, and that in many in- 
stances the post-operative tissue 
examination provides the final 
diagnosis in the case. 

“The court finds that as to other 


laboratory determinations, many of 
them represent diagnostic conclu- 
sions and the part of the person 
performing the procedure, known 
and appreciated by him, and that 
in all such determinations, the per- 
son performing the test forms a 
conclusion as to the normality or 
abnormality which the court finds 
to be a diagnostic conclusion.” 
Consultation. With regard to con- 
sultation, Judge Moore found, 
“The evidence .. . shows that the 
attending physician expects the 
pathologist ... to be available for 
consultation as to the indications, 
need or advisability for certain 
procedures, the interpretation of 
the results thereof, and the recom- 
mendations of indicated therapy. 
“In hospitals where no patholo- 
gist is available the evidence shows 
that consultation often exists be- 
tween the attending physician and 
the lay technician ... The court 
further finds that the ordering of 
laboratory procedures by the at- 
tending physician is generally re- 
garded as a request to the path- 


Ologist himself and constitutes an 


invitation for consultation ... 
WHO MAY PRACTICE? 


Another issue in the case, said 
Judge Moore, is who may legally 
practice medicine in Iowa. 

He cited the Iowa Code: “No 
person shall engage in the practice 
of medicine and surgery .. . unless 
he shall have obtained from the 
State Department of Health the 
license for that purpose.” Among 
other qualifications are good moral 
character and the attainment of 
majority. 

Judge Moore next cited a ruling 
by the lowa Supreme Court that 
“the right to lawfully practice 
medicine in this state is a personal 
one,” 

Corporations. Can a corporation 
fall within the meaning of the 
term “person,” as used in the lowa 
licensing statutes? 

Judge Moore cited a number of 
decisions to the contrary. “The 
Iowa court is in accord with the 
general rule.” 

Nonprofit Corporations. Is distinc- 
tion to be made between nonprofit 
and for-profit corporations in this 
regard? 

Judge Moore said no. “The 
question of whether the nonprofit 
feature of a corporation has any 
significance has been passed on re- 
garding the practice of law. Most 
of the reasons given in the deci- 
sions condemning corporate prac- 
tice generally are applicable to the 
nonprofit corporations.” 


Nonprofit Hospital Corporations. Does 
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the nonprofit hospital corporation, 
in view of its public policy, find 
itself exempt from ‘the general 
principles as outlined? 

Judge Moore answered nega- 
tively. He cited a case involving 
the American Medical Association: 
“Good motives do not provide im- 
munity from the application of the 
statutes or the principles of law. 
The law applies to all and must 
not be violated even if the inten- 
tion is to do only good.” 


Judge Moore noted the contention 
by plaintiffs that the lowa Hospital 
Licensure Law grants them the 
right to operate pathology and x- 
ray laboratories, and that they are 
excluded from provisions of the 
Medical Practice Act under the 
lowa Code. 

“A reading of this section and 
the other provisions of Chapter 
1358 (the Hospital Licensure Act) 
leads this court to the conclusion 
that it is an unambiguous act for 
the licensure and regulation of 
hospitals, and that it does not ex- 
clude hospitals from provisions of 
Chapters 147 and 148 (the Medi- 
cal Practice Act). 

“Repeals by implication,” he 
said, “are not favored by the courts 
and will not be upheld unless the 
intent to repeal clearly and unmis- 
takably appears from the language 
used and such a holding is abso- 
lutely necessary, The general rule 
is that if by any fair and reason- 
able construction prior and later 
statutes can be reconciled, both 
shall stand,” 


POLICY OF MANY YEARS 


“Another contention of plain- 
tiffs,” said Judge Moore, “is that 
the pathology and x-ray labora- 
tories have been operated by hos- 
pitals for many years and that 
public policy demands such oper- 
ation continue.” 

Here, too, Judge Moore was very 
explicit in his opinion. The court 
concluded that “the failure of those 
charged with the enforcement of 
the law cannot write an exclusion 
to the provisions of chapters 147 
and 148 (the Medical Practice Act) 
by their failure to act. Otherwise, 
the judgment of the legislature 
would be subject to the wishes of 
those charged with law enforce- 
ment. 

“It is the conclusion of the court 
that plaintiffs are not entitled to 
operate pathology and x-ray lab- 
oratories merely because they have 
done so for many years, nor has 
the court the right to indulge in 


WASHINGTON REPORT 


In advance of the President’s annual message to Congress (which 
will include budget figures for the Administration’s health program) it 
is impossible to say how it will differ from last year’s proposals. Last 
year the President and his Department of Health, Education and Welfare 
put forward a special health program, and Mr. Eisenhower sent a special 


health message to Congress advo- 
cating passage of all the recom- 
mendations. But only one item in 
the Eisenhower health program 
was passed into law by the first 
session of the 84th Congress—air 
pollution research. 

The new Secretary of Health, 
Education, and Welfare, Marion 
B. Folsom, has said in several 
speeches that there will be an Ad- 
ministration health program put 
before Congress this session. His 
remarks have not indicated any 
basic departures or changes from 
last year’s proposals. 

A more important index to the 
kind and priority of attention to 
be given health measures in this 
second session of the 84th Con- 
gress came from a speech of Sen. 
Lyndon Johnson (D-Tex.), ma- 
jority leader, on Nov. 21. He listed 
a 13-point legislative program to 


judicial legislation. The law is es- 
tablished and if there is a change 
it is for the legislature (to say) and 
not this court, If the nonprofit cor- 
porations operating hospitals are 
to practice medicine, it is for the 
legislature to say by proper definite 
legislation.” 


Are doctors who have partici- 
pated in salary or percentage ar- 
rangements with the hospital 
guilty of fee-splitting? 

The ruling stated, “It is the con- 
clusion of the court that the path- 
ologist or radiologist, by permit- 
ting a hospital to bill for medical 
services in the name of the hospital 
without the consent of the patient 
or his legal representative, violates 
provisions of Subsection 4 of Sec- 
tion 147.56.” 


This subsection defines as “un- 
professional conduct” any division 
of fees or agreeing to split fees 
received for professional services 
with any person for bringing in 
or referring the patient. 


In conclusion, Judge Moore of- 
fered as the opinion of the court 
that “the furnishing of proper 
pathology and x-ray services to 
the patients in the hospitals can 
be worked out on the local level 
and within the law.” 


be brought before the Democratic 
Policy Committee of the Senate, 
including “a health program to 
aid medical research and to in- 
clude larger grants for hospital 
construction, at least to the level 
authorized under the original Hill- 
Burton Act.” 

Secretary Folsom, in speech after 
speech, has cited his intention to 
promote expanded federal pro- 
grams of medical research. It 
would appear that the secretary 
and Sen. Johnson are in complete 
agreement on the need for research 
and continued hospital construc- 
tion. 


HULL-BURTON STUDY AWARDS 


Announcement is expected soon 
by VU. S. Public Health Service 
of the first award of grants to 
assist hospitals and individual in- 
vestigators in research projects on 
administration, utilization of per- 
sonnel, other hospital problems. 

Fifty-four applications for 
grants in aid, totaling more than 
$2.3 million, were screened by the 
newly formed study section which 
met in Washington November 18- 
19. Its chairman is Dr. Anthony 
J. J. Rourke of New York. 


AID TO MEDICAL EDUCATION 


Sen. Lister Hill (D-Ala.), chair- 
man of the Senate Labor and Pub- 
lic Welfare Committee, has said 
that one of the first orders of busi- 
ness for his attention will be a 
program of federal aid to medical 
education. While such a program 
was not in the Administration’s 
health proposals last year, Secre- 
tary Folsom may add it to his de- 
partment’s recommendations for 
passage by Congress. 

Other areas in which Secretary 
Folsom had indicated minor 
changes from the Administration’s 
health program of last year are 
reinsurance and social security ex- 
tension. 

The House-passed social securi- 
ty bill (H. R. 7225) soon will come 
up for consideration in Sen. Harry 
F. Byrd’s (D-Va.) Senate Finance 
Committee. This particular legis- 
lation could prove more contro- 
versial than any other health 
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HOSPITAL LICENSURE LAW 
FEE-SPLITTING 


JCAH Appointments Announced; 
Dr. Sloan Named Chairman 


Dr. LeRoy H. Sloan, past presi- 
dent of the American College of 
Physicians, has been named chair- 
man of the Board of Commission- 
ers of the’ Joint Commission on 
Accreditation of Hospitals. 

He succeeds Dr. Newell W. Phil- 
pott, retiring commissioner repre- 
senting the American College of 
Surgeons. Dr. Philpott was among 
original commissioners appointed 


DR. SLOAN OR. BREWER 


following formation of the Joint 
Commission. 

Dr, Julian P. Price, reappointed 
to the Joint Commission by the 
American Medical Association, will 
be vice president. Continuing as 
secretary is Dr. Kenneth B. Bab- 
cock, director of the Joint Com- 
mission. Stuart K. Hummel of the 
American Hospital Association 
continues as treasurey. 

The appointments became effec- 
tive January 1. 

Ray E. Brown, president, and Dr. 
Albert W. Snoke, president-elect, 
have been appointed to represent 
the American Hospital Association. 
They succeed John N. Hatfield, 


treasurer, and Dr. Charles F. Wil- 
insky, a former AHA president. 

Like Dr. Philpott, Mr. Hatfield 
and Dr. Wilinsky were numbered 
among original commissioners on 
the JCAH Board. 

Dr. John IL. Brewer of Chicago 
succeeds Dr. Philpott as appointee 
by the American College of Sur- 
geons. 

Others reappointed were Dr. 
Rolland J. Whitacre by the Ameri- 
can Medical Association, and Dr. 
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RULING HITS FTC CAMPAIGN 


Insurance Commissioners Adopt Ad Code 


A code designed to eliminate misleading advertising by accident and 
health insurance companies has been adopted by the National Association 


of Insurance Commissioners. 


The action, climaxing a New York meeting of commissioners from 
the 48 states, followed close on the heels of announcement by the Federal 


Alexander M. Burgess of Provi- 
dence, R. I. by the American Col- 
lege of Physicians. 

The Board includes 20 commis- 
sioners appointed by the AHA, the 
AMA, the College of Physicians, 
College of Surgeons and the Ca- 
nadian Medical Association. 


Medical Schools Get $7,150,000 
Grant from Commonwealth Fund 


Grants totaling $7,150,000 to ten 
university medical schools were 
announced November 27 by the 
Commonwealth Fund. 

The grants are unrestricted. They 
can be used by the universities to 
promote medical education in any 
way they see fit. 

Recipients include Harvard and 
Western Reserve, $1 million each: 
Columbia, Cornell, New York Uni- 
versity, Tulane and Yale, $750,000 
each; Emory, $600,000; Chicago, 
$500,000, and Southern California, 
$300,000. 

Officials of several of the bene- 
ficiary universities have said the 
grants will be used primarily to 
strengthen education in the basic 
medical sciences and meet the need 
for more trained personnel. 


Washington Association Protests 
Losses on Welfare-Patient Care 


A protest against underpayment 
by the state for welfare-patient 
care in community hospitals was 
made at the recent Washington 
State Hospital Association meet- 
ing in Seattle. 

The Association estimates a $1 
million annual loss in providing 
care for welfare patients at a mini- 
mum $6 per patient-day below ac- 
tual cost. 

A resolution adopted by its Gen- 
eral Assembly urges the state’s De- 
partment of Public Assistance to 
raise reimbursement rates to a 
level at which they will cover 
actual costs of care. 

It cites increased expenses and 
the fact that in Washington there 
are no other facilities, such as 
county hospitals, where care of 
these patients can be undertaken. 
“Every hospital concerned,” it 
states, “actually sustains a sub- 
stantial loss for each welfare pa- 
tient cared for each day.” 


Trade Commission that ten insur- 
ance companies have been added 
to the list of those charged with 
false advertising of accident and 
health insurance policy coverage. 

FTC later announced a ruling 
by one of its examiners that the 
Commission has no jurisdiction 
over this type of advertising where 
it is adequately regulated by the 
states. 

The ruling, not necessarily final, 
was termed a “setback” to FTC's 
regulatory campaign. 


The insurance commissioners’ 
New York action calls for each 
commissioner and each accident 
and health insurer to adopt the 
code and follow its provisions. 

The code hits at any advertising 
practice which plays up the best 
features of a policy without also 
listing its limitations. It bans exag- 
geration and deception; and where 
a special offer is made, it calls for 
a listing of all exceptions and limi- 
tations. 

It also requires insurance com- 
panies to list in ads those policy 
provisions dealing with renewabil- 
ity, cancellation and termination. 

Addition by FTC of ten compa- 
nies to the group cited for false 
advertising brings to 41 the num- 
ber of companies so charged. The 
Commission said the ten compa- 
nies are guilty of failing to meet 
fair standards of the Federal Trade 
Commission Act. 


FTC SETBACK 
On December 5, however, FTC 
hearing examiner Frank Hier 


granted a motion by Federal Life 
and Casualty Company, of Battle 
Creek, Mich., that the Commis- 
sion’s case against it be limited to 
Federal's activity in Rhode Island, 
Mississippi and the District of Col- 
umbia. 

The examiner held that all other 
states, except Montana and Mis- 
souri, have adequate regulatory 
laws. There is no evidence that the 
company advertised in either Mon- 
tana or Missouri, Hier asserted. 

The ruling is not termed final 
by FTC. As such, it may be ap- 
pealed. 
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Emory Adds Training Course 
in Hospital Administration 


Emory University’s School of 
Business Administration will ex- 
pand its graduate work this Sep- 
tember # include education for 
careers in hospital administration. 

The Georgia institution becomes 
the first university business schoo] 
in the South to offer such training. 

The new program is made pos- 
sible through a four-year, $130,000 
grant awarded by the W. K. Kel- 
logg Foundation, Battle Creek. 
Tentative plans call for a small 
enroliment. As yet, no staff ap- 
pointments have been announced. 


University of Michigan Hospital 
Reports Theft of Certificates 


Officials at University Hospital, 
Ann Arbor, Mich., report the mid- 
November theft of a number of 
doctor’s certificates. 

The certificates were stolen from 
offices in widely separated areas 
of the hospital. Since the thief 
apparently selected some and re- 
jected others, and since the certifi- 
cates were of differing natures, 
hospital officials warn that they 
may be used for an ulterior pur- 


pose, 

The stolen certificates are as fol- 
lows: | 

> A medical diploma issued by 
Johns Hopkins University in 1929, 
bearing the name Dr. Frank H. 
Bethell. 

DA certificate issued by Alpha 
Omega Alpha in Nebraska in 1952, 
bearing the name Dr. Charles J. 
Tupper. 

>» A certificate of internship and 
assistant residency in the Depart- 
ment of Neurology, University 
Hospital, University of Michigan, 
issued in 1941 and bearing the 
name Dr. Robert C. Bassett. 

»DA certificate issued by the 
American Board of Internal Medi- 
cine, dated May 1951 and bearing 
the name Dr. Stefan S, Fajans. 


Health Officers’ Resolution Urges 
General Hospital Chronic Units 


State and territorial health offi- 
cers, during their annual meeting 
November in Washington, urged 
the construction of hospital facili- 
ties for the chronically il] as in- 
tegral parts of general hospitals. 

In other actions by resolution, 
the officers called for support of 
full allocation of the annual $210 
million authorized under Title VI 
of the Public Health Service Act. 
They proposed extension of the 
Hospital and Medical Facilities 
Program for an additional five 
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years (1958 through 1962) and 
asked for an extension of one year 
on availability of funds allotted 
for the fiscal year 1955. 

The group also asked that copies 
of the resolution be transmitted to 
the Surgeon General, to the secre- 
tary of the Department of Health, 
Education, and Welfare, and to the 
appropriate Congressional commit- 
tees concerned with such legisla- 
tion. 

The resolution dealing with pro- 
vision of facilities for the chroni- 
cally ill in general hospitals reads 
in part as follows: 

“BE IT RESOLVED ... that the 
Federal Hospital Council and the 
Surgeon General be requested to 
change the regulations so that the 
construction and equipment of hos- 
pital facilities for the chronically 
ill may be planned as integral parts 
of general hospitals; and if this 
cannot be achieved by a change in 
the regulations, that the Congress 
of the United States be requested 
to amend Title VI of the Public 
Health Service Act, as amended, to 
permit planning of the construc- 
tion and equipment of facilities for 
the chronically ill as an integral 
part of the general hospital.” 


Distribute Research Grants 
For Vocational Rehabilitation 


Federal grants totaling $441,- 
038.65 have been awarded 15 
organizations in eight states to 
support special research or dem- 
onstration projects which show 
promise of advancing the rehabili- 
tation of handicapped individuals. 
Six hospitals are recipients of 
grants totaling nearly $175,000. 

The grants have been made by 
the office of Vocational Rehabili- 
tation, Department of Health, Edu- 
cation, and Welfare, on recommen- 
dation of the National Advisory 
Council on. Vocational Rehabilita- 
tion. Organizations receiving funds 
provide part of the cost of each 
project. 

Recipient hospitals, with the 
amount of federal grant, include: 

Highland View Hospital, Cleve- 
land, Ohio; $38,395 to investigate 
the vocational potential of patients 
hospitalized with severe chrenic 
disabilities. | 

Boston Psychopathic Hospital, 
Boston; $47,265 to investigate the 
rehabilitation needs and potentiali- 
ties of mentally ill patients. 

Mount Zion Hospital, San Fran- 
cisco; $15,455.76 to determine the 
extent of need for vocational re- 
habilitation services and to demon- 
strate the value of such services 
in a community program for aiding 


chronically ill persons who are 
“shut-ins.” 

George Washington University 
Hospital, Washington, D. C.; $6,- 
613.88 to study, through use of 
group therapy and other methods, 
psychological factors influencing 
the adjustment of patients with 
multiple sclerosis. 

Montefiore Hospital, New York, 
N. Y.; $27,940 to demonstrate the 
economic and psychological bene- 
fits of vocational rehabilitation for 
permanently shut-in, chronically 
ill individuals whose disabilities 
are too severe and productive ca- 
pacities too limited to allow their 
employment in competitive indus- 
try or in a sheltered workshop. 

National Jewish Hospital at 
Denver, Denver; $36,591 for re- 
search into improved methods and 
techniques for vocational rehabili- 
tation of patients with chronic pul- 
monary disease. 


Annual Midyear Conference 
Set for Chicago February 6-7 


Disaster planning and hospital- 
specialist relations are among 11 
topics on the agenda for the Amer- 
ican Hospital Association’s annual 
Midyear Conference for Presidents 
and Secretaries of State and Re- 
gional Hospital Associations. 

This year’s conference will be 
held February 6-7 in the Palmer 
House, Chicago. Speakers in addi- 
tion to AHA officials include state 
association officers. 

Two luncheon meetings are 
scheduled, one featuring a report 
on the Joint Commission on Mental 
Iliness and Health. The annual 
president’s reception takes place in 
the Crystal Room February 6. 

From 30 minutes to an hour will 
be allotted each of the topics, with 
group discussions to follow. 

The February 6 session on disas- 
ter planning features filmclips of 
the New England flood disaster 
and a report on how Connecticut 
moved to meet the crisis. The group 
will break up for discussions, fol- 
lowed by a general critique. 

The hospital-specialist session 
February 7 will review recent de- 
velopments generally, as well as 
more detailed accounts on the 
status in Missouri and in Iowa. 

Other sessions deal with auxil- 
iary activities, accreditation, insur- 
ance, public relations and the 
Washington scene. The opening 
session explores opportunities on 
the horizon for state hospital asso- 
ciations. A full hour is scheduled 
later for discussion and evaluation 
of national activities relating to 
the state associations. ‘ 
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This is a true reproduction of a baby’s 
footprint with the Hollister Foot- 
Printer. Note clear it is under high 


perfect footprints 
for your protection! 


/ | HE primary purpose of taking new- 

born footprints is to establish legal, 
lifetime identification, which protects the 
hospital by providing evidence of each 
new-born's identity. As the FBI has stated 
“The purpose of taking footprints is to 
provide a permanent record of individu- 
ality so that in the event a question should 
arise later as to the identity of the child 
and its mother, conclusive proof of its 
identity can be offered. The footprints of 
the infant, therefore, should be taken at 
birth.”* Yet, even today, hospitals are 
taking thousands of baby footprints that 
have little, if any, identification value. This 
is because the old-fashioned methods that 
were originally designed to take prints of 
thick, coarse adult skin are being used to 
take prints of soft, delicate baby skin. This, 
of course, results in footprints that are 
heavy, filled-in blobs of ink, unsuitable 
for identification. And that is why the 
revolutionary Hollister FootPrinter was 


developed. 


FRANKLIN C. HOLLISTER COMPANY 
633 N. ORLEANS $T..+ CHICAGO 10, ILLINOIS 


Please send to me, by return mail, the free illus- 
trated brochure that fully describes the Hollister 
FootPrinter and shows the new, low prices. 


Why is the new Hollister FootPrinter revolutionary ? 


First— it embodies an important, 
unique principle of taking prints — 
it uses a special dry plate instead of 
a wet and soppy ink pad or messy 
glass and ink roller. Instead of a 
thick coating of ink this new dry 
plate puts a light, very even film of 
color on the infant's microscopi- 
cally fine skin. Then, when the print 
is taken, each tiny whorl and line 
can be clearly and perfectly repro- 
duced. 


Second -research proved that in or- 
der to get the perfect print made 
possible by the new dry plate 
method, the print had to be placed 
on paper that is smoother than the 
baby’s fine skin. Ordinary paper 
isn't smooth enough to print an 
exact reproduction of the baby’s fine 
skin. For this reason, prints taken 
with the Hollister FootPrinter are 
placed on glossy Kromekote paper, 


which furnishes lifetime identifica- 
tion for permanent hospital records. 
And further, Hollister-taken prints 
on Kromekote paper can be easily 
microfilmed because each little whorl 
and line is so clearly distinct. 


Beyond this, with the Hollister 
FootPrinter nurses can take prints 
in seconds — instead of minutes. 
They do it by merely pressing the 
newborn's foot lightly against the 
sensitive dry plate — then taking the 
print. And that’s all! It does away 
with the mess and bother of smeary 
tubes and messy pads of ink. And 
the baby’s foot stays practically clean, 
as do the busy nurse's hands. There's 
no difficult wash-up of baby’s foot. 
The dry plate fits snugly into a 
sturdy plastic case and will take 150 
prints. Then, when the plate’s color 
is used up, it can be discarded and 
replaced with a fresh plate. 


Find out more about the revolutionary Hollister FootPrinter. Send in 
the coupon below for the illustrated brochure that fully describes it, and 
shows the new, low prices. 


*FBI Law Enforcement Bulletin, January, 1945 
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Confreres will hear reports on 
listing of acceptable hospitals and 
the AHA’s personal membership 
department. 


Bay State Group Insurance Plan 
Went into Effect on Janvary ! 


On January 1, 33,000 Massachu- 
setts state employees became the 
first such group in any state to 
benefit by hospital medical, surgi- 
cal, accident and life insurance 
coverage. 

Under the program, the em- 
ployee contributes half of the pre- 
mium. The other half is paid out 
by the state’s general fund. 

The program was recommended 
by Governor Herter in his 1955 in- 
augural address and he signed the 
legislation August 3. 


All licensed insurance companies 


and nonprofit hospital and medical 
service corporations were eligible 
to bid on contracts to provide 
benefits. 

Information available indicates 
the married employee with de- 
pendents will pay $6.53 monthly. 
He receives $2,000 life insurance, 
$2,000 accidental death insurance 
(24-hour coverage), 120-day hos- 
pitalization at $14 a day plus all 
extras and Plan “B” Blue Shield 
or its equivalent for medical and 
surgical. coverage. He will get 
$5,000 polio insurance above all 
other benefits, prolonged illness 
coverage, full maturity benefits 
with immediate coverage, diagnos- 
tic inpatient and outpatient cover- 
age, and ambulatory accident cov- 
erage. 

Single employees, for the same 
coverage, will pay $3.45. 

Another new. law, Chapter 760 
of the Acts of 1955, will permit 
cities, towns and counties to nego- 
tiate for the same coverage on 
their 150,000 employees. 


Two Join HOSPITALS Staff; 
Jydstrup Takes Blue Cross Post 


Aaron Cohodes and Mrs. Esther 
Driscoll have joined the staff of 
HOSPITALS JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. They 
will serve as assistant editors. 

Mr. Cohodes, an Army veteran, 
graduated in 1950 from Harvard 
College. He joined Hospital Man- 
agement as an associate editor in 
1953, where he conducted a 
monthly column on business activ- 
ities in the hospital field. 

Mrs. Driscoll comes to HOSPITALS 
from the American Association of 
Nurse Anesthetists, where she ed- 
ited the Association's Bulletin and 
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its Journal. A graduate of the Uni- 
versity of Chicago and the Medill 
School of Journalism, Northwest- 
ern University, she is a former 
managing editor of Hospital Topics. 

Ronald A. Jydstrup, accounting 
specialist and secretary of the 
AHA’s Committee on Accounting 
and Business Practices, has been 
appointed executive director of 
the North Dakota Hospital Service 
Association (Blue Cross). He as- 
sumed his new position January 1. 


Health Workers Hear Reports 
On Salk Vaccine, Hospital Costs 


More than 3,500 public health 
workers from public and voluntary 
agencies and institutions attended 
the 83rd annual meeting of the 
American Public Health Associa- 
tion in Kansas City November 
14-18. 

Dr. Ira V. Hiscock, chairman of 
public health at Yale University, 
assumed the Association's presi- 
dency at the end of the meeting. 
The new president-elect is Dr. 
John W. Knutson, chief of dental 
services of the U. S. Public Health 
Service and the first dentist elected 
to the position in APHA’s history. 

Physicians heard reports by the 
U. S. Public Health Service—one 
by Surgeon General Leonard 
Sheele—that the problem of bad 
polio vaccine has been overcome. 

Dr. Sheele, in releasing the re- 
port of a technical committee of 
seven polio experts, said that safe 
and potent vaccine now can be 
manufactured in larger amounts. 

Dr. Alexander D. Langmuir of 
the PHS’ Communicable Disease 
Center reported “tentative results” 
of study by a special surveillance 
unit revealing that attack rates for 
paralytic polio are from two to five 
times greater in unvaccinated than 
vaccinated children. 

Dr. Basil C. MacLean, New York 
City commissioner of hospitals, de- 
clared that the public is alarmed 
by the confusion and cost of a vol- 
untary hospital system in which 
doctor competes with hospital for 
the patient’s pocketbook. 

“There is a ground-swell of pub- 
lic opinion,” he said, “indicating 
growing annoyance with a system 
which makes necessary multiple 
bills when a patient is purchasing 
health in a hospital. 

“The public and particularly the 
community leaders who are trus- 
tees of voluntary hospitals are be- 
coming increasingly sophisticated 
in things medical. They question 
the use of contributing funds to 
provide a factory free for a medi- 


cal entrepreneur who arrogantly 
demands no interference and de- 
nies the owner a voice in determin- 
ing the price or method of payment 
for the product.” 

Dr. Paul R. Hawley of Chicago, 
director of the American College 
of Surgeons, criticized a lack of 
logic, organization and scientific 
method in evaluating the quality 
of medical care. He outlined a new 
method for obtaining statistical in- 
formation—based on routine anal- 
ysis of the medical records of all 
discharged patients and evaluation 
of selected records—and described 
results of its use in a survey of 
hospitals. 


Jaycees Declare March 18-24 
As Community Health Week 


“Let's Do More About Health” 
is the banner for this year’s nation- 
wide Community Health Week, 
sponsored by the United States 
Junior Chamber of Commerce in 
coéperation with the National 
Health Council, New York. 

Dates will be March 18-24. 

This is the second such week to 
be sponsored by the Junior Cham- 
ber. In March 1955, Jaycees around 
the country pitched in to help ar- 
range health fairs and develop TV 
and radio shows and newspaper 
features on local health services 
and needs. 


WASHINGTON REPORT 


(Continued from page 82) 


measure in the coming session of 
Congress, including reinsurance. 


Sen. H. Alexander Smith (R- 
N. J.) introduced legislation at the 
last session of Congress incorporat- 
ing several Hoover Commission 
recommendations in the health and 
hospital field. While it is doubtful 
that any of these will be acted 
upon in this second session, an 
effort is being made by the Ad- 
ministration to put into effect 
various recommendations of the 
Commission which do not require 
congressional action. Meyer Kestn- 
baum (former chairman of the 
Commission on Intergovernmental 
Relations) is special White House 
advisor to the President to pro- 
mote exclusive and congressional 
action on the recommendations. 

It is reported that among pro- 
posals Mr. Kestnbaum might ad- 
vocate for congressional action is 
one to review and reappraise Hill- 
Burton in terms of its bed-ratio 
standards, regionalization of hos- 
pital services and relation of the 
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small community hospital to total 
hospital program. 

Any such over-all review of the 
Hill-Burton program will require 
the tacit approval of Sen. Hill. 
Sen, Hill supported an independ- 
ent review of Hill-Burton’s rela- 
tion to the nation’s total hospital 
needs when his committee voted 
$1.2 million in aid for hospital 
research under last year’s appro- 
priation. 

Other Hoover Commission rec- 
ommendations which may be pro- 
moted by the Administration: 

1. Establishment of a federal 
advisory council on health which 
would report to the President on 
all federal medical matters; 

2. Relocation of all military hos- 
pitals in terms of geographic re- 
gionalization; 

3. Elimination of free medical 
care for merchant seamen and es- 
tablishment of contributory health 
insurance for dependents of mili- 
tary, Coast Guard, Public Health 
Service and the Coast and Geodetic 
Survey personnel: 

4, Establishment of a national 
medical library. 

With the exception of the medi- 
cal library recommendation, it is 
unlikely any of the recommenda- 
tions will get more than token 
Republican Congressional support. 


MILITARY HOSPITAL DIRECTIVE 


One Hoover Commission recom- 
mendation already is being put 
into practice by the Pentagon. A 
recent directive of the Defense 
Department instructs Army, Navy 
and Air Force to carry out a pro- 
gram of common utilization of all 
military medical facilities. 


FCDA EMERGENCY HOSPITAL 


Federal Civil Defense Adminis- 
tration has officially changed the 
name of its 200-bed emergency 
hospital unit from “improvised 
hospital” to “civil defense emer- 
gency hospital.” 


Rep. Hale Boggs (D-La.), chair- 
man of the House Subcommittee 
on Narcotics, has been holding 
hearings on various aspects of the 
nation’s narcotics problem. The 
subcommittee (plans a report on 
illicit traffic and control of nar- 
cotics to Congress when it recon- 
venes in January. 

Subcommittee members have ex- 
pressed particular interest in bar- 
biturates. If their report proposes 
federal control over these drugs, 
it will run counter to previous 
testimony that the control of bar- 


biturates should remain in the 
hands of physicians and pharma- 
cists. 


The Administration’s bill (S. 
2425) to provide a system of con- 
tributory medical care and hospi- 
talization for government employ- 
ees has been somewhat revised 
by Civil Service officials in con- 
ference with representatives of 
Blue Cross, Blue Shield and com- 
mercial insurance companies. 

Warren B. Irons, Civil Service 
Commission official responsible for 
drafting the bill, has been seeking 
to find a common ground of sup- 
port for its terms from nonprofit 
and commercial insurance groups 
as well as federal employee labor 
unions, 

Because of conflicting views, it 
has been necessary to redraft an 
acceptable bill to provide hospitali- 
zation and medical service for fed- 
eral employees. This bill is assured 
of an early hearing from Congress 
and will receive bipartisan sup- 


port, 


Secretary Folsom, testifying be- 
fore Subcommittee on Low-Income 
Families of the Joint Committee 
on the Economic Report, reiter- 
ated his belief in medical research, 
vocational rehabilitation and hos- 
pital construction as the proper 
federal approach. 

According to estimates given the 
subcommittee, in 1954 there were 
over 8.3 million families in the 
U. S. with incomes of less than 
$2,000. 

In a special letter, the American 
Hospital Association informed 
Congress of AHA’s long experience 
and vital concern with the finan- 
cing care of low-income groups. 
Kenneth Williamson, AHA asso- 
ciate director, stated in his letter 
to Sen. Sparkman: “The Associa- 
tion believes that it is increasingly 
important to develop a program of 
health services for the needy and 
the aged persons in this country.” 


HOSPITAL COST STUDY 


Factors in increased costs of hos- 
pital care are analyzed in a doc- 
toral dissertation summarized by 
the Social Security Administra- 
tion. 

Some of the summarized findings 
are as follows: 

e Consumer expenditures for 
hospital care increased 181 per 
cent between 1945 and 1953. Dur- 


ing this period, a steadily increas- 
ing part of the consumer’s medical 
care dollar has gone for hospitali- 
zation. This is attributed both to 
higher prices per unit of service 
and increased purchasing of serv- 
ices. 

eIn the postwar period, prices 
of room and board have advanced 
more rapidly than hospitals’ ancil- 
lary services. 

© Between 1945 and 1953, hos- 
pital admissions rose 32.5 per cent 
while total population went up 12.8 
per cent. Higher costs of hospital 
care were distributed among rela- 
tively more patients. Numbers cov- 
ered by prepaid insurance protec- 
tion increased three-fold. 

“Prepayment has spread the fi- 
nancing of hospital care over more 
people but has added the costs of 
overhead to the bill,” the summary 
concludes. 

“In absolute amounts, an esti- 
mated $2.50 per capita was fi- 
nanced by prepayment in 1945, 
whereas $8.25 was so financed in 
1953. This amount of prepaid care 
in 1953, however, cost consumers 
$10.08 because of the overhead re- 
quired by insurance. Not met by 
prepayment in 1053 was $8.42 of 
the $16.67 per capita hospital ex- 
pense incurred.” 


OFFICIAL NOTES 


(Continued from page 80) 


be eligible on an insurance basis 
or otherwise for free health serv- 
ices, the program should afford as- 
sistance to as many of the aged as 
practicable, without regard to their 
individual financial resources, in 
purchasing health insurance on a 
reasonable contributory basis. 

2. Voluntary health insurance 
organizations cannot absorb, at 
usual subscription rates, the aged 
persons not now enrolled, because 
of excessive utilization by such 
persons. The best approach to 
meeting the health needs of the 
aged, however, is through assisting 
the states to enable voluntary 
health insurance to cover such per- 
sons at the same rates as are 
charged to other people. Such a 
plan, involving government con- 


tributions, should be limited to — 


nonprofit health insurance organi- 
zations. 

3. The cost of covering aged per- 
sons under nonprofit health insur- 
ance should be divided between the 
federal government, the state gov- 
ernments, the voluntary plans, and 
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the individuals to be benefitted. 
Federal legislation should provide 
for grants-in-aid to the states, on 
a variable matching basis, for this 
purpose. Federal and state funds 
should pay substantially the whole 
of the cost of excess utilization by 
the aged. 

4. The aged person should pay 
the same subscription charges as 
younger nongroup subscribers, but 


should receive a contract not can- | 


cellable by the plan. 

5. Health insurance for the 
aged, particularly when it is paid 
for in substantial part by govern- 
ment, should provide exclusively 
for service or full-payment bene- 
fits. Despite the needs of the aged 
for more extensive benefits, there- 
fore, the program should be limited 
initially to those benefits which 
can now be provided through in- 
surance on a service or full-pay- 
ment basis. The program should 
provide for studies and experimen- 
tal projects to develop practicable 
methods of expanding the scope of 
benefits, with a view to enlarging 
the program as rapidly as possible. 

6. At the outset, each state should 
require participating health insur- 
ance plans to provide 30 days of 
hospital service. At the option of 
the state it might also require par- 
ticipating plans to provide medical 
and surgical care during such hos- 
pitalization. Where health insur- 
ance plans are not statewide in 
operation, the program for the 
aged might not be uniform 
throughout the state. 

7. As a condition of participation, 
nonprofit health insurance plans 
should be required to open their 
membership widely (and to adver- 
tise that they are doing so) to per- 
sons over 65 years of age who are 
not then group members, regard- 
less of whether they have been 
members in the past. At the out- 
set, a plan should be required to 
accept all applicants in the area 
over that age who apply within 
two months, subject only to limi- 
tations (health questionnaires, age 
limits, etc.) calculated to exclude 
not more than, say, 25 per cent of 
them. Thereafter, it should be re- 
quired to accept all applicants in 
the area who apply within two 
months after they reach age 65, 
or after they leave group member- 
ship if that happens later, subject 
to limitations calculated to exclude 
not more than, say, 10 per cent 
of them. 

8. The amount of the govern- 
ment contribution should be fixed 
by each state, but should be not 
more than 95 per cent of the excess 
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of the cost of benefits for the aged 
group (excluding administrative 
expense) over the subscription 
charges, thus leaving the plans 
to absorb administrative expense 
plus at least 5 per cent of the 
excess cost. The government con- 
tributions should apply to all mem- 
bers over 70 years of age, regard- 
less of past membership, and be- 
tween ages 65 and 70 should apply 
to new members taken in after 
age 65, in accordance with the in- 
vitation outlined above. 

9. The arrangement should be 
terminable after a certain period 
either by the state or by the non- 
profit plan, in which case the 
non-cancellability provision in in- 
dividual contracts should cease to 
apply. 

10. The program should be ad- 
ministered federally by the Sur- 
geon General of the United States 
Public Health Service, with a 
council having authority to ap- 
prove regulations. It should be 
administered in the states by the 
state health agencies, except for 
approval of contract forms and 
subscription rates which is com- 
monly vested in insurance com- 
missioners. State plans should be 
submitted for federal approval. 

11. The program should provide 
that the federal government will 
not direct or control the quality 
of care or the method by which 
it is provided to aged persons, and 
will not direct or control organiza- 
tions or individuals furnishing such 
care. 


DEPENDENTS OF SERVICEMEN 


(Approved by Board of Trustees 
June 17, 1955) 


1. The federal government should 
define and assume the responsi- 
bility for developing an equitable 
and uniform program of health 
care for servicemen’s dependents. 

2. Voluntary health insurance is 
a practicable, economic and desir- 
able means of providing health 
care for military dependents with- 
in the United States (including 
Alaska, Hawaii, Puerto Rico, and 
the Virgin Islands). 

3. The federal government, at 
its own expense, should assume 
responsibility for providing, in 
overseas areas, hospital and medi- 
cal care for military dependents 
equivalent to that provided in the 
United States through insurance. 

4. Any health care program for 
servicemen's dependents devel- 
oped by the federal government 
should utilize civilian facilities and 
personnel to the fullest extent pos- 
sible. 


5. Within the United States, 
freedom of choice of facilities and 
personnel should be limited to 
choice among civilian facilities and 
personnel, except in case of emer- 
gency and except where civilian 
facilities and personnel are not 
reasonably available. 

6. The program of providing de- 
pendent care through voluntary 
health insurance should be limited 
to nonprofit organizations. 

7. The program should not nec- 
essarily require a single nationwide 
insurance contract but the Secre- 
tary of Defense should be able to 
make separate contracts covering 
portions of the United States with 
nonprofit health insurance organi- 
zations, 

8. The dependent care program 
should be administered by the Sec- 
retary of Defense. 

9. The program should provide 
for a council on health care for 
Armed Forces dependents with au- 
thority to approve regulations pre- 
scribed by the Secretary of De- 
fense covering administration and 
operation of the program. 

10. The Department of Defense 
should provide care through health 
insurance, unless the Secretary of 
Defense makes a finding, approved 
by the council on health care. that 
it would be impracticable to use 
health insurance for that purpose. 

ll. Definition of the term de- 
pendents should include wives, 
husbands, children, parents, and 
parents-in-law, but should require 
actual dependency in fact except 
in the case of wives, and for male 


_servicemen, their children. 


12. The care to be made avail- 
able should include inhospital care 
with a 90-day limit; prenatal and 
postnatal care for mothers; immu- 
nization services and benefits for 
diagnostic services to ambulatory 
patients, on a deductible or co-in- 
surance basis as specified in regu- 
lations. These benefits should be 
provided through insurance wholly 
at government expense. 

13. A charge should be made 
to a serviceman for any health 
service rendered to his dependents 
by military facilities or personnel, 
if the service is not covered by the 
insurance program in the United 
States or by the “equivalent” pro- 
vision overseas. The charge should 
be comparable to charges by civil- 
ian facilities in the area for like 
services, 

14. The program should provide 
that, where dependents covered by 
health insurance are rendered care 
in federal government facilities, 
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the government shall be credited 
an amount comparable to what 
would be paid to civilian facilities 
in the area for the same services, 
the credit to be applied toward 
payment of premiums. 

15. The program should provide 

three months’ insurance at gov- 
ernment expense after separation 
from military service, and should 
provide a means by which the 
serviceman may be able to con- 
vert his insurance policy covering 
himself and his dependents within 
the three-month period. 
_/ 16, The program should provide 
for continued study of the opera- 
tion of the program, and should 
envisage amendments expanding 
the program as new experience is 
gained in providing dependent 
care through insurance. 


Report on the AMA's winter 
meeting 
(Continued from page 39) 


the problem was to have the Joint 
Commission on Accreditation of 
Hospitals refuse to approve a gen- 
eral hospital unless that hospital 
had a general practice department 
set up on exactly the same basis 
as any of the speciality depart- 
ments. 

Dr, Jack DeTar, of Milan, Mich., 
president-elect of the American 
Academy of General Practice, 
summarized for the reference com- 
mittee and the audience a survey 
of what he termed restrictive hos- 
pital practices. He recounted sev- 
eral instances of what he argued 
were ridiculous restrictions on 
hospital privileges for general 
practitioners. 

Another physician said there 
was a “ruthless fratricidal war 
going on between the general prac- 
titioner and the specialist.” 

When the reference committee 
reported its deliberations to the 
House of Delegates in the form 
of a resolution combining the spate 
of motions on the issue, it was 
obvious that the general practi- 
tioners had convinced the com- 
mittee that their arguments were 
sound, The resolution, which was 
promptly adopted with two incon- 
sequential amendments, provided: 
> That a continuing committee on 
medical practice be created by the 
AMA to conduct the study of the 
relative value of diagnostic, medi- 
cal and surgical services and to 


report its findings and recommen- 
dations to the House of Delegates, 
Three of the five-member commit- 
tee would be general practitioners. 
» That the committee be directed 
to utilize all possible means to 
stimulate the formation of a de- 
partment of general practice in 
each medical school. 
» That the AMA approve the medi- 
cal school teaching programs which 
afford the medical student oppor- 
tunity for experience in the gen- 
eral practice of medicine. 
» That the representatives of the 
AMA on the Joint Commission on 
Accreditation of Hospitals be in- 
structed to stimulate action by that 
body leading to the warning, pro- 
visional accreditation or removal 
of accreditation of community or 
general hospitals which exclude or 
arbitrarily restrict hospital privi- 
leges for generalists as a class re- 
gardless of their individual pro- 
fessional competence, after appeal 
to the Commission by the county 
medical society concerned. 
>» That the committee use its full 
influence to discourage any arbi- 
trary restrictions by hospitals 
against general practitioners as a 
group or as individuals. 

The conflict between generalism 
and specialism came in for a good 


deal of attention at a general ses- 


sion of the clinical meeting on the 
afternoon of the same day in which 
the House passed this resolution. 
The panel, chaired by Dr. Edwin 
L. Crosby, director, American Hos- 
pital Association, was a discussion 
of the effect of prolonged medical] 
education on the practice of medi- 
cine. 

Dr. DeTar, one of the panelists, 
insisted that prolonged medical 
education had resulted in the pro- 
duction of a plethora of specialists 
and a dearth of general practi- 
tioners. He further said that a 
profession consisting of nothing 
but specialists would be easy prey 
for government control. He said 
that general practice was in danger 
of extension from a slow death by 
strangulation. He insisted that the 
public wanted a general physician 
because the public wanted a phy- 
sician who would “come when they 
call him and know what to do 
when he gets there.” , 

Dr. DeTar said that it was the 
AMA's responsibility to assert 
leadership to correct this situation 
and, referring to the earlier action 


of the House of Delegates, said 
“that challenge was accepted this 
morning.” 

Dr. Leland S. McKittrick, sur- 
geon, of Boston, said he believed 
the present method of training was 
sound. He said he recognized that 
the problem was acute in that a 
young man needed long training 
to get good surgical judgment and 
yet was not in a position to make 
a living during the time he was 
in that training. 

Dr. Guy Caldwell, an orthopedic 
surgeon of New Orleans, said that 
in his opinion the “effective pro- 
longed medical education on the 
practice of medicine has been 
good.” He said that more lives and 
more limbs have been saved by 
this longer training and he said 
that the trend was toward a defin- 
itely longer period of training for 
the specialist. 

As noted above, the existence of 
the committee to study the Joint 
Commission reduced the number 
of complaints against the JCAH 
which reached the floor of the 
House. However, the Kentucky 
delegation brought in two bitter 
resolutions concerning the Joint 
Commission. 

One of the witnesses from Ken- 
tucky, appearing before the refer- 
ence committee considering the 
resolution, said that the resolu- 
tion “may seem to be a disgruntled 
expression of a group needled by 
the Joint Commission on Accredi- 
tation of Hospitals and it is.” 

The doctor complained about 
what he said was unrealistic lab 
requirements. He also complained 
about the personnel of the Joint 
Commission, saying that the hos- 
pitals to which he referred were 
surveyed by a retired Naval offi- 
cer and that they should be sur- 
veyed by those with the view- 
point of the private practitioner. 

He was then questioned by a 
member of the accreditation study 
committee who asked whether or 
not the Joint Commission gave the 
hospital dnd its staff a bill of par- 
ticulars when it was removed from 
the accreditation list. 

The witness said it did but that 
it was inaccurate and unfair. 

The committee member then 
asked whether the Joint Commis- 
sion gave notice of an appeal 
mechanism and the witness said 
that he did not believe so. 
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STOVER COMMITTEE’S SEVEN POINTS 
Seven areas of special interest have been indicated by the Stover Com- 
mittee. The committee has asked for comments from hospital trustees and 
administrators, directed particularly toward: 
1. The general understanding by physicians of the functions of the 


Joint Commission. 


2. Whether the method of appeal from an adverse ruling regarding 


accreditation is satisfactory. 


3. The effect of the individual physician's hospital connections due to 


actions of the Joint Commission. 


~ 


4. Whether any organizations not now represented should have official 
representation on the Joint Commission. 
5. The effect of the Joint Commission's requirements concerning such 


matters as staff meetings. 


6. The pros and cons of separating administrative and professional 
accreditation functions in the inspection of hospitals. 
7. Constructive suggestions for improving the hospital construction 


program. 


Comments should be sent to the chairman of the committee, Wendel C. 
Stover, M.D., at the AMA, 535 N. Dearborn St., Chicago. 


Dr. Julian Price, of Florence, 
S. C., an AMA representative to 
the Joint Commission, spoke in 
behalf of the Joint Commission, 
challenging the accuracy of some 
of the complaints. He said that 
medicine was apparently the whip- 
ping boy of the public and that 
the Joint Commission was becom- 
ing the whipping boy of the doc- 
tors. He admonished the complain- 
ants that although this could be 
enjoyable at times, at other times 
the role of the whipping boy could 
be painful. 

Referring to the Joint Commis- 
sion, Dr. Hess said in his midyear 
report that “the citizens of this 
country, the hospital and the med- 
ical profession owe much to the 
Joint Commission for the protec- 
tive service which it has always 
rendered. We should be able to 
iron out any wrinkles which may 
exist.” 

The Reference Committee on 
Medical Education and Hospitals 
recommended to the House that the 
resolutions critical of the Joint 
Commission be referred to the 
Stover Committee and the House 
agreed. 

The other major item on this 
Committee’s agenda had to do with 
internships. It received from the 
AMA's Council on Medical Educa- 
tion and Hospitals a revision of the 
essentials of an approved intern- 
ship which would put into effect 
the one-quarter rule approved by 
the House of Delegates in Atlantic 
City last June. 

This rule provides that approval 
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would be withdrawn from the in- 
ternship program in any hospital 
which failed to get 25 per cent of 
its stated complement ip two suc- 
cessive years. 

The reference committee heard 
arguments against another recom- 
mendation made by the Council on 
Medical Education in its proposed 
essentials of an approved intern- 
ship. The Council recommended 
that approval of straight intern- 
ships be limited to those in medi- 
cine, surgery and pathology. Previ- 
ously, approval had been given to 
straight internships in obstetrics 
and gynecology as well. The ob- 
stetricians and gynecologists ar- 
gued that this was discrimination 
and that it would have a dele- 
terious effect on the internship 
programs in some large teaching 
centers. One of the critics of the 
proposed change brought up 
mother love as one of the reasons 
for continuing straight internship 
approval in obstetrics and gyne- 
cology. 

The reference committee was 
not persuaded by this argument 
and recommended to the House 
that the straight internship in ob- 
stetrics and gynecology be no 
longer approved. The Houme fol- 
lowed its committee's advice. 

The action of the House in ap- 
proving the 25 per cent rule as 
one of the essentials of an ap- 
proved internship now clears the 
way for promulgation of this rule 
by the Council on Medical Educa- 
tion and Hospitals. 

On other matters, the AMA's 


House of Delegates: 

> Heard a statement by Robert 
Cutler, president of the board of 
the Peter Bent Brigham Hospital, 
that inadequate payment for over- 
head to hospitals conducting re- 
search programs was killing the 
goose that laid the golden eggs of 
medical advances. Mr. Cutler 
pointed out the tremendous drain 
on general funds involved in un- 
dertaking research programs in 
hospitals when adequate reim- 
bursement for overhead was not 


made. 


>» Rejected a recommendation that 
a test case of the doctor draft law 
be carried to the Supreme Court 
of the United States. 

>» Received a progress report on 
a study being made as a result of a 
resolution introduced at the Miami 
meeting in 1954 that the geograph- 
ical full-time practice of medicine 
in tax-supported schools was a step 
down the road toward socialized 
medicine. At the reference com- 
mittee at which this resolution was 
considered, one of the witnesses 
urged that the study include all 
medical schools, not just the tax- 
supported institutions. The Council 
on Medical Service assured the 
committee that its continuing study 
was of the broadest possible na- 
ture, 

Referring to this situation, Dr. 
Hess said in his report that the 
“dispute over circumstances under 
which medica! school faculty mem- 
bers are permitted to engage in 
the private practice of medicine as 
a means of supplementing income” 
was “another sore spot.” Dr. Hess 
said that “this situation has cre- 
ated bad publicity in some of the 
cities I have visited. Surely, intelli- 
gent and temperate discussion of 
this problem within the profession 
would be more desirable than pub- 
lic brawl... Please let's work this 
out according to the needs of a 
given situation in a manner befit- 
ting intelligent, well-educated and 
mature men.” 

The committee plans a sympo- 
sium on the subjeet in Chicago in 
February at the Annual Congress 
on Medical Education and Licen- 
sure. The final report of the com- 
mittee is due to be presented to 
the House of Delegates at its June 
meeting in Chicago. 


“> Called the Social Security 


Amendments of 1955 (H.R. 7225, 
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84th Congress) “a typical example , 


of an irresponsible political ap- 
proach to amendment of the Social 
Security Act .. .”.The committee 
called the disability provisions of 
the bill, “contrary to sound medi- 
cal practice in the treatment and 
rehabilitation of the physically 
and mentally disabled” and saw 
the bill as a threat to the American 
system of medical care. The com- 
mittee recommended, and the 
House approved, a special com- 
mission, either governmental or 
private, “to make a thorough, ob- 
jective and impartial study of the 
economic, social and political im- 
pact of Social Security, both medi- 
. Cal and otherwise.. .” 

> Rejected a committee recommen- 
dation that it approve forthwith 
a continuing commission on eco- 
nomic policy rather than have the 
Board of Trustees consider the 
implications and possible cost of 
this commission. The House ex- 
pects to get a report from the 
Board on this matter in June. 

>» Adopted guides for grievance and 
mediation committees and also 
adopted guides for evaluating 
management and union health 


\ centers. 


>» Approved a recommendation de- 
signed to discourage hasty changes 
in the principles of medical ethics 
by requiring that any proposed 
changes be made at the session 
immediately following the one at 
which the revisions were sug- 
gested. 


Ford Foundation grants — 
tremendous responsibility 
(Continued from page 33) 


on the project had any idea what 
it was all about. But some had to 
know. And at the release time (6 
p.m. EST, Monday, Dec, 12) the 
number of those who knew what 
was about to happen had to in- 
crease. 

But when the yellow telegrams 
appeared on 3,500 hospital desks 
the morning of December 12, the 
contents were unknown. It was a 
well-kept secret. And the admoni- 
tion in the telegram that no an- 
nouncement be made before that 
evening was preserved. There 
wasn't a leak. 


CAN'T BE TRUE" 
The first reaction from coast to 


coast was of complete disbelief. 
Someone had to be kidding. There 
was a gimmick. Some thought that 
perhaps it was true that the grants 
had been made but, skeptical of 
most grantors, they felt that by the 
time they lived up to the restric- 
tions, they’d be lucky to break 
even. 

Some administrators wondered 
whether the Ford largesse would 
discourage local giving to year-end 
campaigns. But several thought 
that the Ford grants would spur 
local donations especially to big 
drives now under way. They be- 
lieve that the hospitals could go to 
the local community and say that 
Ford had provided a head start and 
it was now up to the local citizens 
to finish the job. 

Then, reluctantly, an astonished 
belief replaced doubt. Administra- 
tors called their state secretaries. 
"Is it true?” Some called the Amer- 


jean Hospital Association with the 
‘same question. They were assured 


it was true but were cautioned to 
protect the Ford Foundation con- 
fidence. 

After the news broke, calls 
poured into the Ford Foundation 
and the American Hospital Asso- 
ciation. Those who had received 
telegrams wanted more details. 
Those who had not received tele- 
grams wondered why not. Some 
of these were not in the voluntary, 
nonprofit category. Others had ap- 
plied for listing after publication 
of the 1955 Administrators Guide 
Issue. The latter group was as- 
sured that supplemental informa- 
tion would be forwarded to the 
Foundation. All were reminded 
that the Ford Foundation had ex- 
pressly stated that the Foundation 
would make final determination of 
eligibility and of the exact amount 
of the grant. 

ADMINISTRATORS’ REACTIONS 

Here are some typical reactions: 

Everett A. Johnson, superin- 
tendent, Methodist Hospital, Gary, 
Ind.: “When the telegram came 
and I read it, I nearly dropped my 
teeth. I got the shudders at that 
$155,000 figure. I thought they 
were kidding but I was afraid to 
call the Foundation and have them 
tell me it was a hoax: Now I know 
it isn’t a joke and ,we can assure 
them long-term results. We won't 
have to make those cutbacks in 


our building program after all.” 

Sister M. Margaret, administra- 
tor, St. Vincent’s Hospital, Bridge- 
port, Conn.: “Very astonishing. 
Very astonishing. We'll put it to 
uses that will make our people 
proud. We’re mighty happy.” 

Richard Lubben, administrator, 
Bozeman (Mont.) Deaconness Has- 
pital: “It couldn't be true, but it is. 
That’s what’s so wonderful. You 
know what? We just have to have 
a new elevator and new emergency 
lighting equipment. You know 
what they cost? Just what we were 
offered by Ford.” 

Delbert L. Price, administrator, 
Children’s Memorial Hospital, Chi- 
cago: “I read’ the telegram once, 
sat back, drew a long breath, and 
read it again. Santa Claus has 
never been better.” 

Sister M. Dorothea, administra- 
tor, Loretto Hospital, Chicago: “I 
thought someone was playing a 
joke. But the telegram was so 
long, and I didn’t think anyone 
would use names like that in a 
joke. And it would have been so 
cruel. We ran out at 6 o’clock to 
buy the papers and then we knew 
it was true. The grants have been 
given so fairly. They’ve been given 
in the past to the big institutions. 
Now they have come to all of us. 
Why we're like a child at his first 
Christmas. I wish that those who 
helped make it possible could have 
seen how the news lighted up our 
faces. It has swept through our 
hospital, all the personnel, all the 
doctors. We'll have a planning 
committee and maybe now we can 
get that recovery room or some 
psychiatric beds or an isotopic lab. 
Our prayers have been answered.” 

Edgar O. Mansfield, superintend- 
ent, White Cross Hospital, Col- 
umbus, Ohio: “I read the telegram. 
Then I put it down. I picked it up 
and read it again. I put it down, 
picked it up and read it again. It’s 
pretty stunning to pick up a gift 
of this size. It’s like a fairy god- 
mother came to visit you. Now we 
can put those needed things back 
into our expansion program.” 

John L. Howell, administrator, 
Carraway Methodist Hospital, Bir- 
mingham, Ala.: “I didn’t know a 
thing about it, of course, and 
thought somebody was pulling my 
leg. Nobody would dump money 
in our laps like this, to use prac- 
tically any way we wanted—par- 
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ticularly now, when we need 
money for a building program. I 
still can’t believe it.” 

Paul J. Spencer, director, Lowell 
(Mass.) General Hospital: “I was 
flabbergasted yesterday when the 
telegram came, but I’m feeling 
pretty good today. I didn’t know 
what it was all about. I was sure 
there’d be some gimmicks in it, 
and there aren't. We could use the 
money over and over again but 
I think there is something more 
important than the cold cash in 
this. I think a truly important 
thing is that the status of hospitals 
has been given a tremendous lift. 
Education and health are the real 
bulwarks of our way of life. Hos- 
pitals have been recognized before 
as a place you need. But they’ve 
never been bracketed in such a 
dramatic way with our educational 
institutions, never been placed in 
the public eye as one of the tre- 
mendous institutions in our civili- 
zation. I believe the recognition of 
the place of hospitals and, inci- 
dentally, the American Hospital 
Association, will have a value 
which will do us good down 
through the years.” 

Still further reactions to the 
grants are expressed in the fol- 
lowing telegram excerpts: 

“These moves help keep sociali- 
zation away and encourage and 
help all of us.” Sister M. Bonaven- 
ture, administrator, St. Joseph's 
Infirmary, Atlanta. 

“Our general hospital crowded. 
We are constructing maternity hos- 
pital one block away from our 
general hospital. This new hospital 
and equipment will cost approxi- 
mately $45,000. You can see how 
your assistance has brought us tre- 
mendous joy.” C. Blythe Andres, 
president, Lily White Hospital, 
Tampa, Fla. 

“Your heartening message came 
at very moment our hospital ex- 
pansion fund campaign was in 
crisis. Prospect has spurred us to 
carry through much needed million 
dollar heart center project. We 
commend you for what seems to be 
the greatest national service con- 
tribution possible at this time.” R. 
T. Amos, chairman, board of trus- 
tees, High Point (N.C.) Memorial 
Hospital. 

“Our profound gratitude to Ford 
Foundation. Are overwhelmed by 
your great generosity. Enormous 
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gift will enable us to improve fa- 
cilities tremendously and to extend 
services to the sick very apprecia- 
bly.” Sister Wilhelmina, Sacred 
Heart Sanitarium, Milwaukee, Wis. 

“Our gratitude boundless. We 
are faced with unsurmountable 
growth problem. Your grant is 
providential.” Sister Mary Gabriel, 
administrator, Mercy Hospital, Ur- 
bana, IIL ‘ 

“Your grants could not be more 
timely. We are enlarging to accom- 
modate at least 20 more patients. 
Our hospital supported entirely by 
voluntary donations. Are joyously 
happy and inspired to even further 
efforts by your encouraging mes- 
sage.” Louisa Morrow, president, 
board of managers, Crippled Chil- 
dren’s Hospital School, Memphis. 

“For grant in tantative amount 
of $68,900 we are sincerely grate- 
ful. With a 325-bed hospital cost- 
ing over $6 million now under 
construction, you can imagine 
what this good news meant to 
us. It could not have come at a 
better time.” Sister Mary Laura, 
Schumpert Memorial Sanitarium, 
Shreveport, La. 

“Are stunned by your amazing 
good news. It comes just at time 
we are preparing to negotiate loan 
to complete unfinished floor of 
wing of our hospital containing 
pediatric section of 14 beds and 
section of 12 beds for adults.” 
Dominican Sisters at St. Mary's 
Hospital, Reno, Nev. 

“May God give you joy a hun- 
dredfold that you have brought 
us.” Sister Mary Margaret, admin- 
istrator, St. Benedict's Hospital, 
Ogden, Utah. 

“We needed money so badly, I 
thought this a mistake or misun- 
derstanding or hoax or something. 
May God bless you.” Sister Mary 
Pauline, St. Joseph Hospital, Ot- 
tumwa, Iowa. 

“Stupendous news has over- 
whelmed us. Sum will be of great 
help in solving problems of insuffi- 
cient funds for desperately needed 
addition to our present facility.” 
R. D. Harrison, president, board, 
Southeast Missouri Hospital, Cape 
Girardeau. 

“Ford Foundation’s gift to col- 
leges and hospitals is one of most 
wonderful things that has ever 
happened in America.” Shelby 
County Memorial Hospital, Shel- 
byville, Il. 


and appreciation for 


“Grants greatest encouragement 
to nonprofit institutions of health 
and learning. A healthy mind and 
healthy body for all our people is 
the bulwark of American culture 
and our free democracy. Levindale 
Hebrew Home and Infirmary, Bal- 
timore, is most appreciative and 
grateful.” Joseph P. Folkoff, exec- 
utive director. 


“Am sending wire on behalf of 
executive board of Catholic Hos- 
pital Association of United States 
and Canada to express deepest ap- 
preciation and gratitude for un- 
precedented gift to voluntary hos- 
pitals of United States by Ford 
Foundation. Grant will do much 
to help hospitals expand and ex- 
tend services to sick. Gift serves 
as recognition of place of voluntary 
institutions in health care of our 
nation and is encouragement for 
them to give even more time and 
effort in planning to extend and 
perfect care given to patients.” Rt. 
Rev. Msgr. Robert A. Maher, pres- 
ident, Catholic Hospital Associa- 
tion of United States and Canada 


“This unprecedented action 
should help hospitals improve and 


expand services to people of this 


state and we are very grateful.” 
Mildred Riese, president, Michigan 
Hospital Association. 


“Your generous grant of $54,400 
is just about amount holding up 
construction of our new planned 
addition.” O. A. Asby, secretary- 
treasurer, Hopkins County Hospi- 
tal, Madisonville, Ky. 


“Board deeply appreciates this 
grant. Capital improvement espe- 
cially needed here due to excessive 
indigent load.” J. L. Wallis, chair- 
man, board, Citizens Hospital, Tal- 
ladega, Ala. 


“We're most appreciative of this 
news because of its importance to 
our expansion program for better 
public service to the sick,” Stanley 
L. Sims, administrator, LaCrosse 
(Wis.) Lutheran Hospital. 


“Board of Elizabeth A. Horton 
Memorial Hospital, Middletown, 
N. Y., and all people in community 
it serves are filled with gratitude 
generous 
grant of $67,000 and your magnifi- 
cent grant of such enormous pro- 
portions to hospitals, colleges and 
medical groups of our country. 
Seldom have so few given so much 
to the cause of humanity.” . 
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Statement on the Bolton 
Commission 


(Continued from page 45) 


two from the executive 
branch of the government 
and two from private life; 
2. Four appointed by the Presi- 
dent of the Senate, two from 
the Senate and two from pri- 
vate life; and 
3. Four appointed by the Speak- 
er of the House of Represent- 
atives, two from the House 
of Representatives and two 
from private life. 
While half of the Commission 
membership will be chosen from 
private life and would include 
representatives of the nursing and 
medical professions, hospitals — 
which represent the primary field 
of nursing activity and employ- 
ment—are not included in the 
Commission. 

Four of the Commission’s mem- 
bers would come from Congress 
and two from the Executive 
Branch of the Government, No 
matter how devoted these six 
members might be to the objec- 
tives of the Commission, it is 
doubtful that a major share of 
their time and interests would be 
given to the many problems in the 


nursing field. It is reasonable to 


expect that participation by fed- 
eral officials and Congressmen ‘in 
such an ad hoc commission would 
be limited in an area where the 
greatest possible personal partici- 
pation is needed, 

The Commission is Legisiative Arm 
of Congress. The Nursing Commis- 
sion is to be set up as a legislative 
arm of Congress to which it will 
report its findings after a two-year 
study period. In an area which 


demands action programs to meet . 


urgent need for nursing personnel, 
the time lag resulting between the 
Commission's report and Congres- 
sional ‘action would be consider- 
ably longer than is warranted in 
the present crisis. 

The temporary nature of the 
Commission itself vitiates any hope 
for continuity of action resulting 
from such a proposed study. It is 
essential that a major study in this 
important area have some perma- 
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nent body to follow through with 
action programs on its recommen- 
dations. | 

The nursing profession as a ma- 
jor sector in the voluntary health 
field will require action programs 
outside the area of federal legis- 
lation and concern. Many of the 
Nursing Commission's recommen- 
dations will require no implement- 
ing federal legislation. These rec- 
ommendations would lie dormant 
under Rep. Bolton’s proposal. An 
independent study group composed 
of interested permanent organiza- 
tions would insure that all recom- 
mendations were continuously sup- 
ported. 

Study Commission's Frame of Refer- 
ence Too Broadly Focused. The pro- 
posed Commission, in Rep. Bolton’s 
words, “would evaluate what the 
changing health needs of the pub- 
lic are,” as well as “appraise the 
resources in money, manpower and 
skills necessary to deal with these 
health needs.” Such a widely fo- 
cused study would require a re- 
view of the current changing 
functions of all health personnel 
including a complete inventory of 
the nation’s health needs and re- 
sources. 

In undertaking this ambitious 
project, the Commission would re- 
peat the research and study proj- 
ects of national and state organi- 
zations, professional groups and 
many independent foundations. 
Recent examples of studies in this 
field, which are still valid and cur- 
rent, are: the President’s Commis- 
sion on the Health Needs of the 
Nation, the Medical Services Task 
Force of the Hoover Commission, 
President Eisenhower's Commit- 
tee on Intergovernmental Rela- 
tions, and many continuing studies 
on personnel needs in the health 
field such as the Health Resources 
Advisory Committee and state 
studies under the Hill-Burton pro- 
gram. 

It does not seem possible that 
another general study can provide 
the dynamic action and leadership 
needed at this time to meet the 
growing need for more nurses 
throughout the United States. 

Organization and Utilization of Nurs- 
ing Personnel. One objective of the 
proposed Commission is to study 
organization and utilization of 
nursing personnel. It is possible 
under this objective to charge the 


Commission with the task of de- 
fining nursing services. Such an 
objective is neither desirable or 
necessary. It is inappropriate for 
the federal government to define 
the nursing profession. Rather than 
attempting to define the nursing 
profession, a valuable objective of 
the Commission would be to as- 
semble and synthesize all avail- 
able knowledge and previous stud- 
ies on staffing problems. To a very 
considerable extent such staffing 
studies are currently being con- 
ducted. 


There is an area where a study 
of certain problems in the nursing 


_ profession could be profitably un- 


dertaken. Such a study would be 
undertaken by an independent 
nongovernmental organization. 
Such an organization, utilizing 
federal funds to finance research, 
would be the primary sponsor for 
the nurse study project. It should 
be one that demonstrated compe- 
tence and experience to conduct 
nationwide studies on health prob- 
lems. As an independent nongov- 
ernmental organization, it should 
have complete responsibility for 
direction of the study project, or- 
ganization of research and neces- 
sary staff, as well as appointive 
powers to make up an independ- 
ent study commission. 

The American Hospital Associa- 
tion has continued to discuss these 
problems with Rep. Bolton, her 
staff and representatives of the 
National Committee for a Commis- 
sion on Nursing Services. The As- 
sociation’s proposal for a study on 
nursing services was outlined to 
Rep. Bolton in the Association’s 
June letter. It was suggested at 
that time that the proposed study 
group should confine its research 
to the following broad areas: 


Provision of Nursing Service for 


the Whole Country 
Distribution 
Deficiencies 


Financing of Nursing Education 
Responsibility of Various 
Users of Nursing Services 


Requisites of Nurse Education 
Graduate Nursing 
Requirements for Collegiate 

and Diploma Nursing 
Practical Nursing 
Others 
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It was suggested to Rep. Bolton 
that the Association would support 
legislation which incorporated an 
independent nursing study as out- 
lined above. However, in advance 
of any such legislative program, it 
was pointed out that this pro- 
posed study outline should be fully 
discussed with national nursing 
organizations. A decision, as to 
whether new legislation or an 
amendment of H. J. Res. 171 would 
be needed to accomplish the ob- 
jectives of the Association's pro- 
posal, could be worked out in con- 
ference between members of the 
national nursing organizations and 
Rep. Bolton, It was made fully ex- 
plicit to Rep. Bolton, both in per- 
sonal conference and by letter as 
long ago as last June, that a nurs- 
ing study which incorporated the 
principles put forward by the As- 
sociation would have its support. ® 


Producing inexpensive films 
using community resources 
(Continued from page 47) 


Lions, Kiwanis; the school system, 
which includes parent teachers as- 
sociations; churches; farm groups, 
including 4-H clubs, future tarmer» 
and county agents. 

If the hospital has an open house 
scheduled, set up a projection room 
and repeat the film at regular in- 
tervals. 

It is also possible to obtain time 
on the local television station as a 
sustaining program—if the film 
has sound, The station may have 
an open time spot and may be 
looking for a program to fill in. 
The station may ask for the privi- 
lege of selling sponsored time to 
go with the film, meaning that a 
local merchant would assist in get- 
ting the message to the public. 
There would be no cost as far as 
the hospital is concerned. 

If such open time is not avail- 
able, the station film editors may 
select film clips from the finished 
film, to make up one minute spots 
which would correspond to tele- 
vision commercials. The local sta- 
tion announcer would then serve 
as the narrator for the film spot. 

A very short film, of about ten 
minute projection time would not 
in itself be sufficient for a program, 
but coupled with another film re- 
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lated in some way, it could be. 
Lists of films which tie in closely 
with all of your activities can be 
obtained through the American 
Hospital Association. There are 
actually hundreds of films which 
can be secured that would add 
greatly to a film program in your 
hospital. Many are available free 
of charge, excepting transportation 
charges. 

An interchange of ideas within 
the sphere of hospital public rela- 
tions would be beneficial. Much 
can be learned from others and 


new ideas can be. accumulated— 
one hereeand there. This informa- 
tion coupled with individual effort 
can often produce better results. ® 


Hospital association meetings 
(Continued from page 6) 


Central Service Administration institute 
March 26-29; Buffalo (Statier Hotel) 

Hospital Engineering institute—April 2-6; 
Atlanta (Henry Grody Hotel) 

Operating Room Administration § institute— 
April 9-12; Nashville (Dirklier-Andrew Jock- 
son 


“Thanks to Lysol — 
this hospital is so clean you can eat off the floor.” 


Patients, as well as hospital personnel, appreciate 
the added sense of security given them by use of 
Lysol® for every disinfection need. 


For general disinfection—such as mopping floors, or 

. wiping down walls and furniture between patients— 
Lysol lives up to its reputation as the disinfectant for 
immediate and prolonged ba@ericidal, fungicidal, 


New improved 


is non-injurious 
to skin or surfaces— 
fresh clean odor 


is non-lingering. 


Available through 
your surgical and 


hospital supply 
dealer 


and tuberculocidal action. For as long as a week 
after Lysol has been applied, infectious bacteria 
touching these disinfected surfaces are killed on contact. 


High concentration, low cost. A little Lysol 
goes a long way... a little over an ounce of 


Lysol added to a gallon of water makes the 1% 
dilution recommended for general disinfection. 


Send for booklet with how-to-use chart 


Lehn & Fink & Professional 


PRODUCTS CORPORATION 


oivistion 


Dept. 71, 445 Park Avenue, New York 22, New York 


@ is 0 registered trademark 
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Medical Social Workers institute—April 9-13; 
Chicago (Congress Hotel) 

Institute on insurance for Hospitels—April 
23-24; Kansas City, Missouri (Hotel Pres- 
ident) 

Occupational Therapy institute—Aprii 23-27; 
St. Lovis (Shereton Hotel) 

Hospital Auxiliary Leadership institute—April 
24-25; Seattie (Ben Franklin Hotel) 

Hospital Low Institute—Maoy 14-15; Atlantic 
City (Treymore Hotel) 

institute on insurance for Hospitols—May 
June 1; San Francisco (Sir Francis Drake 


Hotel) 
Nursing Service Administration institute—June 
4-8; Denver (Cosmopolitan Hote!) 
Operating Probiems for Small Hospitals insti- 
tute-—June 7-8, Lovisville (Seliboch Hotel) 
Medical Record Library Personnel Institute— 
June 11-15; Chicago (University of Chicago) 


Hospital Public Relations institute—Jjune 18- 
21; Pittsburgh (University of Pittsburgh) 

Hospital Pharmacy institute—Jjune 18-22; Avus- 
tin (University of Texos) 

Hospital Accounting and Business Practices 
institute June 18-22; Emory University 
(Emory University) 


Nursing service and education 
(Continued from page 37) 


greater today than in 1930 but 
the rate of increase is lessening. 

It also should be noted that 
while 26,000 students were gradu- 
ated in 1931, only 29,308 students 


50 YEARS OF FUND RAISING .. . 
late Charles Sumner Ward, founder of Ward, Dreshman 
& Reinhardt developed the organized intensive fund 
raising campaign plan in America. Since then, members 
of this firm have guided the raising of more than 
$1,600,000,000 for religious, educational, health, youth 
and philanthropic causes and agencies. 


To commemorate this fiftieth year, and to serve as a 
guidepost for our next 50 years of service . . 
prepared an interesting and informative booklet entitled 
“Voluntary Giving in a Free Land.” This booklet reviews 
major trends and events of fund raising as we know it 


today. Copies of the booklet are available on request. 


Consultation invited without cost or obligation 


In 1905 the 


. we have 


| WARD DRESHMAN & REINHARDT | 


BUREAU OF HOSPITAL FINANCE 
30 Rockefeller Ploza + New York 20, N.Y. © Telephone Circle 6-1560 


CHARTER MEMBER OF THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


were graduated in 1953 — even 
after intensive recruiting on the 
part of nursing organizations, hos- 
pitals and the public. The greatest 
number of nurses ever graduated 
in one year was 44,700 in 1947 
under the stimulus and the financ- 
ing of the governmental cadet 
program. Recruitment of student 
nurses has not been holding its 
own. The national rate of increase 
in the population currently is ap- 
proximately 1.7 per cent per year; 
the increase in enrollments in 
nursing schools has not been quite 
1 per cent.‘ The experience of 1954 
as contrasted with 1953 is some- 
what more encouraging. 

If one were to compare the 
actual number of women working 
in the nursing profession with the 
number starting out in the educa- 
tional programs, a disturbingly low 
ratio of working nurses to enter- 
ing students is discovered. Com- . 
pletion rates for nursing students 
entering in the first year vary 
from below 49 per cent in some 
states to more than 67 per cent 
in others. It has been estimated 
that only 49 per cent of the gradu- 
ating nurses remain in the profes- 
sion five years after graduation.” 
Consequently, if approximately 66 
per cent of the entering class will 
graduate and 49 per cent of the 
graduates remain five years after 
graduation, one can conclude that 
not much more than 33 per cent 
of the students admitted are of 
lasting value in meeting the funda- 
mental problem of providing suffi- 
cient nursing personnel for our 
hospitals. It is recognized that a 
number of nurses return to their 
profession in later years, but no 
specific figures are available as to 
the number. Consequently, a very 
large number of girls must be re- 
cruited each year to meet the loss 
of the graduate nurse to marriage, 
pregnancy or to nonhospital fields 
of employment open to — 
nursing personnel. 
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The Indian sang his 
death song 


100 YEARS AGO, during a frontier skirmish, 
an Indian brave, singing his own 


deathisong, charged down on a young officer. 


Lieutenant George Crook, 4th Infantry, 
coolly fell to one knee, carefully aimed, and 
dropped the brave in his tracks. 


It was not Crook’s first Indian, nor his last. 
(His right leg already contained a flint arrow- 
head he was to carry to his grave.) And by the 
time he made general, Crook was the greatest 
Indian-fighter this country has ever had. 


Yet, he was also one of the best friends the 
Indians have ever had. For he understood them 
well, dealt fairly and firmly, 4nd always kept 
his promises. 

When Crook died, Indians wept. And a Sioux 
chief named Red Cloud said: “He never lied to 
us. His words gave the people hope.” 


No nation can ever have enough men like 
George Crook. But America had, and still has, 
a lot of them. That’s important to remember. 
Because it is a wealth of human character rather 
than a wealth of money that gives America its 
real worth. Just as it is the Americans, all 160 
million of them, standing behind our country’s 
Savings Bonds, who make these Bonds one of 
the world’s finest investments. 

For your sake—and America’s—why not take 
advantage of this fact? Invest in, and hold, 
United States Savings Bonds. 


The U. 8. Government does not pay for this advertisement. |i is donated by this publication im cooperation with the 
Council and the Magasine Publishers of America. 


Advertising 
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It’s actually easy to save money—when you buy 
United States Series E Savings Bonds through the 
automatic Payroll Savings Plan where you work! 
You jyst sign an application at your pay office; 
after that your saving is done for you, And the 
Bonds you receive will pay you interest at the rate 
of 3% per year, compounded semiannually, for as 
long as 19 years and 8 months if you wish! Sign u 
today! Or, if you're self-employed, invest in Bonds 
regularly where you bank, 


Safe as America — US. Savings Bonds 
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its readers—and at no extra cost— 
submits the following suggestions 
for New Year resolutions for hos- 
pital administrators: 

RESOLVED: To spend my vaca- 
tion at a place which has no tele- 
phones available to guests. (It may 
be that only jails could be consid- 

' ered in this category; and they do 
offer cheap accommodations. ) 

RESOLVED: That I will not 
dynamite the home of any trustee 
who produces a hospital financial 
statement of ten years ago and 


PRO RE NATA 


JOHN HAYES 


Happy New Year! / 
This department, ever helpful to 


MAKES A POSITIVECLOSE 


@ NO KNOTS TO UNTIE 


NO GROMMETS TO 
TEAR LOOSE 


@ NO ACCIDENTAL 
SPILLING | 


Draw-string laundry bags are costing you hundreds 
dollars every year in repair work and in time lost 
and untying knots, untangling ropes from the w 
wheel and dryer, and in picking up wash that has spilled 
out because of insecure knots. 

The new Self-Closing Ropeless Bags eliminate all of these 
time and money wasting problems and provide a safety 
factor in the elimination of possible casualties with ropes 
in the Mental and Nervous Disorder sections of hospitals. 
This convenient, uniquely designed bag closes and emp- 
ties faster than a draw-string bag. Made to fit your 
hamper stand, these sturdy bags have been tested and 
proved to withstand long, hard usage. 


Be 2 


For further information write 
THE SELF-CLOSING ROPELESS BAG CO. 
548 ASYLUM ST. * HARTFORD, CONN. 
~ 


asks why we cannot match those 
costs today. 

RESOLVED: I will cease trying 
to explain to people why hospital 
charges are NOT comparable to 
hotel charges; and will merely 
suggest to such people that they 
have their next operation at the 
Waldorf. 

RESOLVED: Always to count 
ten before getting mad. (This 
gives you a chance to work up to 
a much better explosion.) 

RESOLVED: To keep my tem- 
per. Otherwise how can I show 
how hot it can get? 

If you are too heavy, due to eat- 
ing between meals—RESOLVED: 
That I will eat eight meals a day. 
(This will leave less time between 
meals. ) 

RESOLVED: That I will fight 
any expansion of hospital facilities 
until present facilities are fully 
used. (The doctors won't like this; 
but a stomach ulcer due to finan- 
cial worries is just as difficult to 
cure as is one due to disagreements 
with the medical staff.) 

RESOLVED: That I will at all 
times have a sufficient nursing 
staff. 

NOTE: The foregoing being im- 
possible, it gives you an excuse 
for breaking other resolutions as 
well. 

RESOLVED: That I will read 
everything coming to my desk 
which concerns hospital manage- 
ment. (This can be done by de- 
voting twelve hours each dey to 
such purpose. ) 

RESOLVED: That no matter 
what the provocation I will not 
raise my voice to anyone while at 
work. (NOTE: This can be done 
by limiting such outbursts to 
after-work hours when you are 
with your family.) 

RESOLVED: That I will cease 
all efforts to collect patients’ ac- 
counts which are more than five 
years old. 

RESOLVED: That I will con- 
tinue my efforts to dissuade my 
children from becoming hospital 
administrators. 

It is realised that some of thése 
resolutions will not be easy to 
keep. Therefore, for those who 
greatly fear breaking New Year 
resolutions, I offer the following: 

RESOLVED: That I will not 
make any New Year resolutions. ® 
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Draw-String Bags Are 
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SELF-CLOSING 
Te close, reach under 
flap ond grow the ears 
at corners of bag. 
Pull upwerd and flap is Turn beg upside down Bog may also be used 
sealed tightly and se- and corry by bwilt -in on bock of chair, leav- 
curely. handles at bottom. ing hands free to load. 
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Original 
5-MINUTE 
ENEMA 
SOLUTION 
IN A 4-OZ. 
DISPOSABLE 
PLASTIC 
CONTAINER 


a CLYSEROL® 


Quickly and easily administered; affords a 
measurable saving of time for personnel. 
Proved safe, mild and effective--now the 
standard enema in hundreds of hospitals and 
clinics. Write for information and prices. 


CLYSEROL LABORATORIES, INC. 


1533 West Reno, Oklahoma City, Okla. 


THE FACTS --MAM* 


... and Inapector STEAM-CLOX is just the one to give 
you the facts on what goes on inside each autoclave pack. 
STEAM-CLOX aids you in checking the three easen- 
tials for complete sterilization — Steam, Time and 
Temperature! 

Don't take a chance... Put an ATI STEAM-CLOX in 
each pack. Let STEAM-CLOX be your autoclave 
inspector to assure you proper autoclave operation and 
stfrilization technique. 


*for proper sterilizing . . 


. USE STEAM-CLOX 


Aseptic-Thermo Indicator Aseptic -Therme indicator Co. Dept. 4-2 


11471 Vanowen Street 
North Hollywood, California 


Please send tree samples and compiete information about 
Steam Clow 
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AT NEWSPAPER 


“The Kent offset motor design cuts down 
operator fatigue, produces more and 
better work results per man hour of labor 
then any other method,” says Building 
Manager |. G. Prine, of the Lansing 
Michigan State Journal. 


Daily usege of Kent equipment has soved 
300 hours per week or 10 men in the 
Journal building. Pictured above is the 
offset motor Kent floor machine being used 
for wet scrubbing with pickup by a com. 
panion vacuum. 


Your maintenance problems may differ 
from the Lansing State Journal operation 
but Kent hos the answer to cut costs for 
you. Kent's exclusive offset motor design 
allows up to 18.9% more cost savings 


than conventional center-mount machines | 


besides cutting down on operator fatigue 
by minimizing torque and balancing han- 


dle weight. 


Kent's motor is fully enclosed, of no extra 
cost highly importont where dampness 
or dust could hamper motor operation. 
Gears are cushioned by another Kent ex- 
clusive process to withstand starting shock. 


if you have mointenance problems and 
want to save money, write us today. Our 
representative will gladly call. 


Kent manutactures Commercial Vacuum 
Cleaners, Boiler Cleaners, and « com- 


fusiv 
plete line of Floor Maintenance Machines 
des: = 
Bolonced Power! 
PIONEER IN MAINTENA | 


TEAM SAVES 10 MEN, 
300 HOURS IN LABOR COST 


VACUUM CLEANERS for wet 
er dry work, beth the 
Quiet Triple Power (illus. 
trated in fo at top of 
page) and the new jet 
Jumbe (above) heave 
special by poss motor. . 
no duet of moisture from 
vocvum sireem con enter 
motor and cause 
Twe smaller sizes also 
avai 


Tep view shows 


SQUIPMENT SINCE 1013 


KENT CO. INC. 
444 Canal Street, Rome, New York 


Yes, | want to cut maintenance costs. Please send full information 
and literature at no obligotion to me. I'm interested in Floor 
Machines, ( ) Vecwum Cleeters,( ) Boiler Cleaners. 


Nome + 
Firm Nome. 

Addrew 

City 


97 


| twa 
| 
= 
4 
? 
\ 
|) 
¥ 
> 
Send ter 
. 
1147) Venewen Street 
North Moltywoud ( siforne Cf} lowe Stote 
‘ 


“ADVERTISE INDEX 


JANUARY 1, 1956 


10, 11, Third Cover 
American Sterilizer ....... Fourth Cover 
Armetr Company, inc., Gordon... .. 73 
Aseptic-Therme indicator 97 
Belly Case and Cooler Company 73 
Bernstead Still & Sterilizer Compony.......... 9 
22 
25 
7 
Careline Absorbent Cotton Company... ..... Facing Page 66 
Classified Advertising .. .. 99, 100 
12 
Edison Chemical Company, The 25 
Fairchild Camera & instrument Corp. 
23 
une inc 30 


Hospital Bedhite Compeny ..... a... 98 
international Nickel Ce., Inc., The 17 
74 
Keleket X-Ray Corporation . . 6 
13 
Mallinckrodt Chemical Works... Facing Page 16 
Cover 
National Drug Compony, The............ 5, 53 
15 
Pfizer Laboratories Div. of 

Chas. Pfizer & Co., Inc 57 


06 
Presco Company, The ........... 
Self-Closing Ropeless Bag Company... % 


BEDHITE COMMODE 


is the IDEAL FACILITY for 
Patients confined on high hospi- 
tal beds. 


* 


Sold to Hospitals, Nursing 
Homes, Physicians, and 
Medical Organizations on 
DIRECT ORDER only. No 
dealer outlets. 


* 


Inquiries Invited 


Hospital Bedhite Co. 


P.O. Box 1985, Fort Worth 1, Texas 


SOILED NEEDLE 
CONTAINER 


* Protects Nursing and C.S.R. Personnel 
against infection. 

* Protects Needle Points after use. 

Helps prevent Needles from clogging. 

Practical, effective method of collecting 

Needles and returning them to C.S.R. 

* Provides convenient method of hand- 
ling Needles. 


All Stainless Steel. | piece outside container. 
SOILED NEEDLE CONTAINER 


$13.50 Each 
LOTS OF 12 OR MORE $12.50 Each 


Distributed Exclusively by 


betw double 
layer 


No. 
MNC 26 


SUPPLY CORPORATION 
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REPRESENTATIVES WANTED 


Increase your profit per call. Add Time 
Labels and Tapes to your line. New scien- 
tifie marking for all hospital 
departments. Advertised in leading jour- 
. Steady repeat business. Choice ri- 
tories open. 
Professional Tape Com y 
Box 41-E, Riverside, Illinois 


SEPTIC AND DISIN ANT AT A DI5- 
TINCTIVE SAVING. MAKE ONE GALLON 
FROM SANOX HYPOCLORITE 


OSPITAL PR 100 FOR 2 
OZ. SIZE. 1 DOZ. $10. ALSO 5 L FO 
$20. ORDER TODAY FROM x 


LEDO 10-C OHTO. 


INFANT CONVEYOR, five compartment 

model, Like new, used only a few times. 

Silver lustre finish. Price $100.00 plus ship- 

charges. St. Luke's Hospital, Mar- 
te, Michigan. 


POSITIONS OPEN 


ASSISTANT MEDICAL DIRECTOR. 100 
bed tuberculosis h ital, North American 
Graduate, salary . complete mainte- 
nance apply Medical Director & Superin- 
tendent, District Five Tuberculosis Hospi- 
tal. London, Kentucky. or State Tubercu- 
losis Hospital Commission. New State Of- 
fice Building, Frankfort, Kentucky. 


tified. en qeneret hospital. Very ac- 
tive and fully for 
x-ray work. Opportunity for quali 
diologist. Excellent remuneration. 

training, experience, availability, 
status, etc. Apply to Director. The Royal 
Columbian ospital, New Westminster, 

tish Columbia, Canada. 


LABORATORY TECHNICIAN, for general 
hospital work in small institution. Knowl- 
edge of x-ray technique preferable but not 
required. Ideal location for ski enthusiast. 
Apply Administrator, The Memorial Hos- 
pital, North Conway, N. H. 


MEDICAL DIRECTOR, North American 
Graduate, five years Tuberculosis experi- 
ence, relatively new 100-bed tuberculosis 
hospital, salary $10,000, complete mainte- 
nance. Apply State Tuberculosis H ital 
Commission, New State Office Building. 
Frankfort, Kentucky. 


LIBRARIAN? Medical Record—Registered. 
To assume charge of Record Room—110 
bed general hospital. Salary open. Contact 
M. I. Clement, ratoga General Hospital, 
15000 Gratiot Avenue, Detroit 5, Michigan. 


DIETITIAN: Registered — Chief— 110 bed 
eneral hospital. Duties involve therapeutic 
jet plann ne. patient contact, general 

supervisin alary open. Contact M. IL. 

Clement, ratoga Genera! Hospital, 15000 

Gratiot Avenue, Detroit 5, Michigan. 


PHYSICAL THERAPIST—female. New 220 
bed ultra-modern hospital. College town 
excellent climate. Colorful surroundings 
Contact H. H. Hill, Administrator, We 
County General Hospital, Greeley, Colo- 
rado. 


ASSISTANT DIRECTOR. NURSING SERV- 
ICE. Responsible for nursing service in 
400-bed non-profit hospital which includes 
115-bed jatric Friendly city 225.- 
000. Prefer candidate with successful ex- 
rience and preparation in nursing serv- 
¢ administration. 4 hour week. Salary 
open. Position available January 1, 10956. 
Apply Director of Nursing Service. lows 
Methodist Hospital, Des Moines, lowa. 


DIETITIAN Chief, A.D.A. member. 160- 
bed general hospital fully approved. Good 
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400-bed hosp; univ. city, MW; $7000-§9000. 


Wo ODWARD 


105 #.WABASH AV 
AGOe 


De 


affairs; $15-$20,000; Calif. (f) Gen'l hosp, 
ige size, JCAH;: attrac twn, 90,000; year- 
round warm climate, 8. (i) Gen hosp, 135 
beds; expansion program; consider older 
man; civil service; $7000; coll twn 50,000; 
r- warm climate. (j) Gen'l hosp, 

beds. parts spring. 56; univ. city: MW. 
in) Gen'l vol hosp, 150 beds JCAH; co- 
operative Board; in excel financial condi- 
tion; lovely res town 30,000 nr univ med 
center; MW. (o) Lae, new JCAH gen vol 
hosp; unit important med center program: 
coll town 150,000; 8S. (q) 2 units, gen'l & 
convalescent, 250 beds each; JCAH: out- 
stand’g for man seek'g advancement: 
univ town 175,000; E. (s) Med sechi affil 
400 bed vol gen hosp; very ige expansion 
prog; req's some exper in hosp adm: very 
good financial arrngments; replace man 
ons hosp dir-ship; attrac town 100,000 
short distance univ med center; NY State. 


ADMINISTRATORS (WOMEN): (a) R.N. 
or non-med; vol gen hosp 75 bds: about 
$6000; resid twn nr ige univ cit SE. (b) 
R.N.; also act as OR supv for « ort time. 
en hosp 30 bds; just very 

ard; lovely sm twn; (ec) 
hosp 1 bds; affil w/ige, im 
clin grp: female only; to $6600; Pac 


ANESTHETISTS: (a) Vol gen hosp 100 
bds; : Alaska. (b) New 25-bed gen 
hosp now u/constr; excel med staff; ~— 
twn 10,000; (ec) Full gen h 
med sch affil; ; coll twn 


DIETITIANS: (a) Sates: new dep f 
vol gen hosp 200 bds; to $5000; aay N 
Engiand twn. (b) 750-bd mental hosp: 
excel dept facil; to $5300; lovely sm twn:; 
NW. (c) Several; various leve 
hosps in mining area, SE U.S.; top salaries 
& pers pol. 
DIRECTOR OF NURSES: (a) Nurs serv 
tho some tch’ | respon. gen hosp 
impor univ m sch: § full mtce; 
lge univ city: MW. (b) Nurs serv only: 
gen hosp: sm twn; Iowa. (@) Full re- 
spon, nurs serv & educ; 400 bd gen hosp 
now under constr: comp! fall "546; will empl 
some mos prior; to §7200; lovely city; So 


EXECUTIVE HOUSEKEEPERS: (a) 400- 
bd gen m= affil impor med sch; me univ 
Also have chge 4 


ech affil; lige Eastern city. 


FACULTY POSTS: ia Dir, practical 

nurse pros. accred jr coll; full voapen. org 

& estab new prog: to $7100 or ter dep 

on acad preparation; SE. ALL. Assoc ed 

dir; apprv'd gen hosp; to $6200; 

tn area. dir; 150 students; 

bd hos city: So. Nurs 

y& -surg instr; 6 load 

daily schi: to $5000; lake resort twn 

nr ige univ med ctr; MW. (e) Sci- 

ence instr; apprv'd 250 bd gon hes hosp: sub- 
urb, lge univ med ctr; 


SUPERVISORS: ‘a) OB: @ bd 
firs & del rm suites; some teach’g; coll 
affil sch: ige gen hosp; E. (b) OR; very 
ige univ hosp; So. (c) OR; reorg Dept; no 
age restr; 900 bd teach'g hosp; Ww. 
(d) Ped; ap ‘d 250- gen p: trng 
sch; twn 20 ; SE. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 


Palmolive Building 
Chicago 


EN: 


Hi-1 

ADMINISTRATORS—WOM 

modern ear-round 
-$7000. (b) 

Caribbean 


provided. H1-2 


ANESTHETISTS: (a) Ex 
staff of 4; modern air 


hosp; hosp; tropical city: 


rienced; a fine 


ditioned Ameri- 


can-owned hosp; Asia; $10,000. (b) Two 
250-bed gen'l hosp; dept. headed by M.D.; 


orida. (c) 
rancisco; Bay Area; $5000 
DIETITIANS: (a) Chief: 


gen. hosp: 
ge..gen'| hosp.. 


efil. med. school: faculty rank; outstand- 
ing oppor; . tb) Chief: reorganize 
dept; 500- hosp; supervise staff, 115; 
decentralized serv; near NYC. (¢) Admin- 


istrative: charge of dept; 
modern equip; 110-bed hap; 


DIRECTORS OF NURSING: (a) Dir. of 
achool, 100 students; 400-bed gen’'l 
expanding to 5400; © indus. city; 


Aget dir. -bed, 


air-conditioned 


hosp: American owned foreign 


country; $12,000. (c) Dean: 


blished coll. 


o nursing in connection — univ. coll. 


med: . Hl- 
EXEC UTIVE HOUSEKEEPER: gen. 400- 
bed hosp; univ. affiliations; univ. city, E. 
H1-6 
EXECUTIVE PERSONNEL: (a) trol- 
Public relations dir; gen'l hosp: 


univ. city, So. (c) Personnel and 


directors; 400-bed gen 


(da) 
Chief engineer; 700-bed hosp (e) Pur- 


chasing dir: 


extensive exp. req: M f 


hosp: agree, 
f) Food super- 


visor; new position; leading univ. hosp; 
$500,000 budget, key city, E. 
FACULTY POSTS: (a) Ped., OR., or 


clinical inetructors; new 


univ. dept 


nursing; $5400. (b) Ass't prof; fundamen- 


tals of nursing; sur 
nursing students; coed un 


(ce) O OB., Ped instructors; Amer- 
ica; attractive salary; transportation pro- 


vided 


RECORD LIBRARIANS: se) Chief; 650- 


bed hosp; new prog 


outstanding clinic; 
noted health resort; SW. (c 
sible pos; ige teach. 
York: $4700. 
SUPERVISORS : (a) 
disease, med., surg; 300- 


med. 


. (bd) Chief: top fii 
research 


) Asst; 
hosp; greater New 


communicable 
air-conditioned 


hosp; American ned hosp: foreign lo- 
cation; $8600-$0200. (b) Floor or special- 
ties, interested in becoming directors, 


nursing serv; 50-100 


hosps; metropoli- 


tan, rural areas: $4600-§6000, mtce. (c) OR; 
direct 14 nurses in 7 room — A a- 


tions monthly; No. Calif; 


SHAY MEDICAL AGENCY 
65 East Washington Street 


Chicago 2, |! 


Blanche L. Shey, Director 


DIETITIANS: (a) Chief. 


East. in 
2 capable assistants. $4600. (b) Chief. East. 
bed ital, dept. $6400. (ic) 


350 
Chief. South. #00 


$6000. (d) Chief. California. 235 be hos- 
pital near San Francisco. $6000. (e) Thera- 


utic. Middle West. 200 


bed hospital 


(f) Therapeutic. East. 360 bed hos- 
pital Chief. East. 115 bed hos- 


pital e teaching. $5400 


MEDICAL RECORD LIBRARIANS: ia) 
Chief Middle West. 175 bed hospital in 


town of 20,000. 7 in dept. 


ib) Chief 


350 bed hospital near San Francisco. 2 


assistants and 2 


medical stenogra re in 


te) South. | d hos- 


t. 
re n lovely southern 
area. 5 in dept. $4600. (d) 


‘e) Chief. 
pital. 7 in dept. $4800 


town in fF 


NOTE: We can secule A you, in the 


locality you prefer, the tion you want 
in the hospital field. Write for an applica- 
tion-—a posteard will do. negotiations 
strictly confidential. 
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= 
us 
20 YEARS BY HOSPITALS AND DOC- fully staffed. 
‘a: 
: 
3 
Chief. East. 250 
bed hospital in city of 30,000. 3 in dept 
ADMINISTRATORS: (a) Med. dir; 350-bed _— West. 275 bed 
gen hosp: staff includes bus. mgr; Calif; hos 
15.000. (b) Med. consultant; 40%-60% 
travel. (c) Adm: gen. hosp. 775 beds, com- 
pleted ‘53; prog to 400; resort 
city, Bo. (d) n. 100-bed hosp: buliding 
prog: coll. town, E. (e) Asst adm; gen 


V ERTISING 


ANESTHETIST._NURSE for 250 bed gen- 
era! Excellent worki condi- 
personnel policies. starti 
salar Write Mr. rt Stajich, Assistan 
Administrator, Columbia Hospital, 3321 N° 
Avenue, Milwaukee 11, Wiscon- 


MARY A. JOHNSON ASSOCIATES 
AGENCY 
11 West 42 Street New York 36, N.Y. 
Mery A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and eppli- 
te produces maximum in se- 
tion. Candidates know their 

credentials are carefull + to in- 
dividual situations, only those who 
qualif pA are recommended. Our proven 
cant from needless interviews. We do not 
method shieids both guognoyer and appli- 
advertise specific availab 

it our policy to make effort to 

select the best candidate for the 

and the best job for the 

keep our listings strictly con- 
ntia 

We do have many interesting openings 

for Administrators, Physicians, Anesthe- 

tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therap other 
supervisory personnel 


No registration fee 


THE AMERICAN NURSES ASSOCIATION 
PROFESSIONAL COUNSELING AND 
3 PLACEMENT SERVICE 
offers complete credentials on qualified nurses. 
Selective referral of nurses to positions results 
in satisfied steff, decreased turnover and 
better nursing service, Consult your State 
Nurses Association or the ANA PCAPS Office 
in Chicago. 
37 South Wabash Avenue 
Chicago 3, Ilinois 
(Tel. STote 2-88683) 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Knickerbocker Bidg. 218 E. Lexinton St. 


Baltimore 2, Maryland 
Nation-wide placement service for Physi- 
Clans, Administrators, Anesthetists, eti- 
tians, Pharmacists, Nurses, Technicians, 

ousekeepers, Comptroliers, Accountants, 
Secretaries, etc., il resume, photos. 


No Registration Fee. 


Licensed Employment Agency. 
‘Formerly Hagerstown, Maryland) 


ZINSER PERSONNEL SERVICE 
79 W. Menroe Street 
Chicago 3, 
TECHNICIANS, DIETITIANS, 
NURSE SUPERINTEND- 
CTO 


SICIANS, 
ENTS and INSTRU We can help 
you secure positions. 


POSITIONS WANTED 


DIETITIAN—Qualified, © 
ieneed, desires full charge on in 

ital under 150 beds, no A cone can iene 
ne duties of executive housekeeper in 
if desired. Box G-40, HOS- 


COMPTROLLER BBA. University of 
Michigan; accounting major; large C.P.A. 
firm experience; age 26; draft exempt; 
will relocate; presently assistant comp- 
troller of large industrial firm. Address 
Box G-38, HOSPITALS. 


WABASH AY 
| 


ADMINISTRATOR: Medical: 
lence, as associate dir severa tals 
very large size impor univ hosp. 
outesta ng man, exce 

ADMINISTRATOR: MS. (hosp atm): 5 
yrs, Major, US Med Adm Corps: yrs, 
adm, 5 yrs, supt, 700 bed tch’g hosp 


seeks challeng’ ppor, any locality; 
standing man; ber. ACHA. 
ADMINISTRATOR: (ASSISTANT) BS. 
(pharmacy); 18 mo, chief pharmacist =~ 


(M.S. hosp ~~ presently | adm ass’t 
bos 


seeks ass'tsh 400 
up; any locality: early 


ADMINISTRATOR—woman R.N.; 40: sev 
yrs gen duty & industrial exp; past 3 yrs, 
dir, hosp; seeks admin posi, 
only. 
—female; late 20's; anes 
trng rec'd lge Eastern hosp: BEV yes 
& priv duty nursing prior to anes tena 
yr anes exp; MW, others. 
DIRECTOR OF NURSES—temale, earl 
50's; many PG cwuurses;: 10 yrs, ed dir 
asst supt, 150 bd gen hosp; 12 yrs exp 
dir of nurses, various hosps; similar posi 
sought; East or SE only. 
EXECUTIVE HOUSEKEEPER ~~ mid-50's; 
over 20 yrs exp in hosp hskp’g, all ge 
hosps; excel refs; very attrac; Sk 


early 60's; 6 yre exp, med records 

chief, very lge gen hosp; East only; highly 
recomm’'ded by refs. 

PATHOLOGIST: Diplomate, (Clin path, 


path anatomy); trn’d, univ hosp; 2 yrs, 
path research; presently, assoc-chief, path, 


1200 bed pete new dir’ship, 
path, any lity; middle 


RADIOLOGIST: 2 yrs, ree ved. 
1200 bed hosp; ~ rad, 
bed gen hosp; Di both branches); early 
20's; prefers warm 


serve Hospital, over 16 years experi 


ives all t anesthetics, cent- 
Ses basis. Box G-3, foe oF percent: 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, illinois 


S, supt, 1200-bed gen. hosp; 3 yrs, 
one of leading organizations in 
ny medicine. 


ADMIN 


Professional n 


tch'g e supt 
ADMINISTR MHA. 3 yrs, ass't, 


ANESTHESIOLOGIST—Diplomate; 8 yrs, 
priv. pract., dir. dept, a hosp. 


COMPTROLLER: CPA; 5 yrs. 
accounting; since ‘50, bed 
hosp. 

DIRECTOR OF NURSING: M.A. (Educa- 
dir., school and service; 
1 school and service, 350-bed 
cake.” ‘hosp. 


r 
ll yrs, purchasing dir 

osp. 


RADIOLOGIST — pe lomate 
Therapy, Radium) ; ned Beeasan 4 yrs 
dir. t. 200-bed 


Effective 


but low-cost 
Communications 


Classified advertising is the lowest- 
cost method of advertising. It can 
serve your hospital effectively when 
you are recruiting employees or when 
you have used equipment to sell. 


Here is the audience for your adver- 
tisement .. . HOSPITALS’ subscribers 
include more than 9,000 hospitals and 
administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 


others. 


The classified advertising rate is 25 
cents per word with a minimum of 
$3.50 per insertion. Deadline: 30 days 
; before publication date of the issue. 


HOSPITALS 


Journal of the American Hespitel Association 
18 East Division Street, Chicago 10, Illinois 


HOSPITALS, J.A.H.A. 


WOODWARD 
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Dhis structurally different 
topical anesthetic affords more than simple relief of discomfort 


PY in episiotomy, hemorrhoids, dermatoses, ete. Its advantage as a 


surface anesthetic 


is made clear in reports from over 15,400 clinical cases: 


like any effective topical anesthetic, Tronothane first of all 


ends pain and itching 


but its chemical structure is non-“caine” and unique — 


with little chance of dermatitis or toxicity. Thus it acts 


with low risk effects 


even among persons who are already allergic to the other local 


agents. Investigate Tronothane for your own practice —soon. 


CREAM 
STERILE JELLY 
SOLUTION 


COMPOUND LOTION 


(PRAMOKINE, ABBOTT ) 


H 


# 


PRESSURE INSTRUMENT STERILIZER 


SQUARE 


© Wrapped Instruments 


© 3-Minute Emergency 


CYCLOMATIC Routine 


Ask your American Sterilizer representative or write for 
CATALOG No. C-112R1 


AMERICAN STERILIZER COMPANY ERIE, PA. 


DESIGNERS AND MANUFACTURERS OF STERILIZERS, TABLES AND LIGHTS 


‘ 
= 
a 
seconds count 


